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SURGICAL COMPLICATIONS.* 


By C. P. Thomas, M. D., Spokane, Wash. 
Surgeon to Sacred Heart Hospital. 


The life of an active practitioner of surgery is not, as is sup- 
posed by some, one of constant bliss and sunshine, for in addition 
to the enormous amount of mental strain he is of necessity un- 
der, because of the gravity of the cases he undertakes, he must 
be constantly on the lookout for the unexpected in the way of 
unavoidable complications. It is of a few of these I wish now to 
write. 

We will admit that every preliminary precaution in the way 
of careful physical examination, including urinalysis, blood-count, 
etc., have been made in advance of the operative procedure, yet 
any of the following complications may occur: (1) death from 
anesthesia; (2) death from acute nephritis with suppression; (3) 
pulmonary embolism and sudden death, or arterial thrombosis; 
(4) tachycardia from an unrecognized Grave’s disease; (5) hema- 
temesis, death; (6) phlebitis with suppuration and probable 
death; (7) parotiditis, suppurative, with death; (8) gastritis, 
acute and chronic, which may terminate the patient’s life after 
weeks of anxiety; (9) pneumonia and hypostatic congestion of 
the lungs; (10) delirium tremens. 

Without going into details as to cases, I think I can safely 
say that during the past ten years I have lost at least one patierit 
following some surgical procedure which may or may not have 
been severe, from each of the above complications, and I will en- 
deavor to describe each of them briefly, from memory, in the 
order named. 

1. From Anesthesia. I lost a large, bony miner from chloro- 
form, less than two drachms having been administered, and be- 
fore the operation had been begun. He had been on a protracted 
spree, and was in poor condition for the anesthetic, and was suf- 
fering from tubercular arthritis of the ankle joint. I thereupon 
abandoned chloroform and have since used ether almost exclu- 
sively. I have, on several occasions, administered ether to 
patients far advanced with nephritis, without its producing any 
apparent increase of the kidney trouble. I note that Monroe, of 
Boston, has recently reported several hundred similar cases, and 
gives it as his opinion that ether is no more objectionable than 
chloroform in nephritis. I have used spinal anesthesia in the 
same class of cases without apparent injury. 

2. Acute Nephritis. This has followed surgical procedures 
regardless of the anesthetic used in a small percentage of cases. 
Some have been severe with complete suppression, others less 
severe, and have recovered. I am of the opinion that nephritis 
can best be avoided by making the operation as short as possible, 
giving the least amount of anesthetic that is consistent with good 
work, doing as little manipulating as possible of the intra-abdom- 
inal organs, and keeping the patient and operating room warm 
and free from draughts. 

3. Pulmonary Embolism. This complication occurred in but 
one patient. During the fourth day after a vaginal hysterectomy 
she was suddenly taken with violent heart-pains followed by al- 
most immediate death. Thrombosis with complete obstruction of 
both of the popliteal arteries occurred in one case of vaginal 
hysterectomy. She was a weak and anemic patient and died 
from exhaustion a few days later. 

4. Tachycardia. Tachycardia with death has claimed a num- 
ber of victims from me, coming on usually a few hours after 
operations, most of them superficial operations in which there 
was no possibility of unseen hemorrhage having occurred. Death 
usually took place the second or third day with no other com- 
Dlications. Since learning to diagnose Grave’s disease and avoid- 
ing operating on patients thus affected, 1 have lost none from this 
cause. 

5. Hematemesis. Persistent bloody vomiting has claimed 
three victims from me following abdominal operations. Each of 
the three cases was operated for appendicitis, the condition ‘in 
each being fairly severe. The vomiting came on in two of them 
but a few hours after the operation, less than eight hours being 
required to cause death. The third came on the twenty-first day 


*Read before the Idaho State Medical Society, Sept. 7, 1904. 


after the operation and a post-mortem showed the blood to have 
come from the entire mucous tract. Authorities do not quite 
agree as to the cause of this post-operative mucous hemorrhage, 
some claiming gastric or intestinal ulcers; others that it occurs 
from the mucous membrane, simply oozing, and where no ulcer 
exists. This was certainly the case in one upon which I per- 
formed a post-mortem. . 

6. Phlebitis. I have observed this condition in about 6 per 
cent of laparotomies, particularly simple appendectomies, the 
left femoral vein usually being involved. Several explanations 
have been offered for this complication, most of them tending to 
show infection of the wound as the source. With this opinion 1 
cannot agree, since it has occurred in my cases most frequently 
in those in which no infection of the wound was evident, nor can 
I explain why the left femoral vein instead of the right is the one 
most often infected. 

7. Suppurative Parotiditis. This complication has but re- 
cently claimed a victim from me following an operation for pelvic 
suppuration. The parotid inflamation commenced at the end of 
the first forty-eight hours after the operation, requiring about 
two days to produce death. There are three theories as to the 
cause of this complication. One, that it is thru the sympathetic 
system, because of the well-known relation existing between the 
ovaries and the parotid glands. This is, however, scarcely tena- 
ble, since parodititis is an occasional complication of operations 
not involving the ovaries. The second is, that it is a manifesta- 
tion of a general septic infection. This was not true in my 
patient, for altho the lower pelvic region was infected, no general 
peritonitis or other evidence of general infection was present. 
Third (and to me the most likely cause) is that of infection thru 
the ducts from the mouth. The mouth is notoriously foul and 
infective following severe surgical operations, and one can easily 
conceive of an ascending infection thus taking place. Slight 
parotiditis has been noted a few times following abdominal sec- 
tion, but this is the first one of any great severity that I have 
observed. 

8. Gastritis. Acute inflammation of the stomach, due proba- 
bly to ether, has been observed in a number of cases; manifested 
by severe vomiting immediately following the operations, and 
continuing for two or three days without peritoneal symptoms, 
finally subsiding under stomach-washing, rectal feeding and small 
doses of morphine used hypodermically. This last remedy is, I 
believe, the one to which the greatest credit should be given. 
There has occurred, in my practice, one case of chronic gastritis, 
which came on a week or ten days after the operation, the patient 
finally dying from mal-nutrition and exhaustion. 

9. Pneumonia. Pneumonia (and also septic pleurisy, per- 
haps by metastasis), has followed severe pelvic infection in at 
least two instances, and produced death. Hypostatic congestion 
has claimed a few victims, especially in old people who have 
been submitted to surgical operations, which prevented their sit- 
ting up or turning from side to side in the bed. It can, of course, 
be best avoided by frequently changing the position of the 
patient. 

10. Delirium Tremens. This is not an uncommon complica- 
tion, even in young men, who have been heavy drinkers, foliow- 
ing anesthesia and operation. It can probably be best avoided 
by keeping the patient on a given amount of liquor for the first 
week after operation. 

I have hurriedly gone over these complications, not expect- 
ing to bring out anything particularly new, but with the view of 
warning the surgeon against promises of “sure cures” following 
surgical operations. The shock to the relatives of the patient 
who dies suddenly, from some of the above named conditions, is 
even greater than that experienced by the physician, and this is 
particularly true if promises of early recovery have been made 
by him. 

Sufficient surgery has not yet been done to educate the peo- 
ple in general on these more or less obscure and remote results, 
and until it has been we must go thru life with the constant 
fear of some such unforeseen result being met with. Every 
operator of experience has them, but in time it is my prayer 
that some of them may be avoided, and that others will be suf- 
ficiently known, to at least be tolerated. 
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WHEN NOT TO OPERATE IN APPENDICITIS.* 


By Horace G. Wetherill, M. D., Denver, Colo. 


Professor of Gynecology and Abdominal Surgery, Denver and 
Gross College of Medicine; Surgeon-in-Charge, The 
Woman’s Hospital, Etc. 


The meeting of the American Medical Association in the city 
of Denver in 1898 markt the first serious breach in the ranks of 
the “appendicitis radicals.” Since then many have declined to ac- 
cept the dictum of those who advocate operation as soon as the 
diagnosis is made, and the ranks of the conservatives have grown 
in strength and numbers from year to year. 

Papers and discussions upon appendicitis have taken the tone 
and attitude of reason, rather than ranting, and the scientific 
knowledge we have acquired is applied to surgical art in a way 
to produce the best results and the lowest mortality. Since that 
meeting the question has been, “When to operate on appen- 
dicitis?” but I am happy to be able to say that at last it is being 
narrowed down to even a more definite basis in determining pre- 
cisely and accurately, ‘“When not to operate in appendicitis?” 

The discussion of this problem at the last meeting of the 
American Medical Association at Atlantic City was even more re- 
markable than that in this city (Denver), for while the few radi- 
cals held to their position, there was a strong sentiment of disap- 
proval and dissent, which was practically unanimous among the 
great leaders of the profession there represented. 

Great good is accomplisht in medicine and surgery whenever 
it becomes possible to establish such rules for the government of 
our practice ~s will allow of the least doubt as to just what had 
best be done and when. In my humble judgment this has now 
. been done for appendicitis, and making due allowance for the 
relatively small number of cases in which an approximate deter- 
mination of the stage of the disease can not be decided upon, we 
have an excellent rule of action, which with no more than the 
fair quota of exceptions allowed all good rules, settles the vext 
question, “When not to operate in appendicitis.” This rule is 
based on our scientific knowledge of bacteriology and infection, 
our experience with inflammation everywhere in the body and 
the necessity for absolute rest in its presence, and our compara- 
tive results in the treatment of the diseases first by one plan, and 
then by the other. 

This rule was formulated by Dr. Ochsner at Atlantic City 
in his discussion of the subject. Speaking of the position of the 
radicals (I quote from memory): “We are agreed about all 
phases of this disease but one. We agree that first-day opera. 
tions are ordinarily quite free from risk, that their results are 
good and that they should be done. We agree that circumscribed 
abscesses and encysted collections of pus may and should be 
evacuated and that this also is a safe and wise procedure. We 
agree that the interval-operation is almost devoid of mortality, 
and that it should be done wherever possible. The class of cases 
in regard to which we do not agree is that intermediate one in 
which the appendix has ruptured or become gangrenous, or in 
which thru transmigration of bacteria thru the damaged coats of 
the appendix peritoneal infection of a more or less diffuse type 
has occurred, and there exists a peritonitis of from two to ten 
days’ duration. “This,” said he, “is the class of cases in which 
those gentlemen get their mortality, and it is the class which I 
decline to operate upon, and in which the best results are secured 
by fasting, lavage, rest and rectal feeding;” and personally, I 
should want to add the careful use of morphine or opium. 

In this connection Ochsner reported the results of his last 
1,000 cases of appendicitis seen during a period of thirty-three 
months inclusive of even those practically moribund; and of these 
1,000 cases there was a total mortality of only 24% per cent. 

Compare this, if you please, with the best reported results of 
any of the radicals and you find their lowest to be from 10 to 15 
per cent mortality, and if the comparison were possible between 
the operative treatment and the non-operative in the intermedi- 
ate peritonitis cases of two to ten days’ duration, I am certain that 
the results would be appalling, and convincing beyond measure. 

If these comparative figures are anywhere near to represent- 
ing the facts, it means that the radical who operates more than 
500 cases in a.year with more than 13 per cent mortality, has 
more than fifty avoidable deaths to his credit during that year 
which other and better methods would have prevented. It means 
that other surgeons who follow his practice and teaching have 
many more in camparison because they have not his skill and 


*Abstract of paper read at the meeting of the Colorado State 
Medical Society, October 5, 1904. 


dexterity and the udvantage of his vast experience, and, taken 
as a whole it means a fearful sacrifice of human life for which 
skill and name and reputation are but a poor justification. 

Such a position is not tenable, and when the profession and 
the public have a better understanding of the matter, it must be 
abandoned, and as predicted by Dr. Ochsner, it will be—regard- 
fess of the wishes of the radicals and of their being conscientious 
and having the courage of their convictions. 

The first day, or before rupture of the appendix, the interval 
and the encysted-abscess-stage constitute the proper time for op- 
erating; and the presence of any one of these conditions answers 
the question, “When to operate in appendicitis.” 

“When not to operate in appendicitis,” is now, I believe, quite 
as clear. When we have learned to appreciate that the inter- 
mediate cases, with more or less diffuse peritonitis, are better left 
alone till abscess has formed or till the attack has subsided and 
an interval-operation may be done, we will have learned that 
which will be the means of saving many human lives when prac- 
tically applied in our ‘work. 

The statistics prove it, our experience with acute infections 
and inflammations elsewhere proves it, and our knowledge of the 
action of the leucocytes and phagocytes in the face of such an in- 
fection confirms the judgment. [Ill-timed interference serves only 
to impair the conservative forces of nature thru destroying and 
removing her defenders and opening up new areas for infection 
and absorption. The leucocytes and phagocytes destroy the in- 
fective bacteria if left alone and the adhesions, exudations and 
lymph wall in, quarantine and limit the spread of the disease 
if not prevented from doing so by foods and purges which keep 
up peristalsis and promote diffusion and the filling of the abdom- 
inal cavity -with fecal material if there be a perforated appendix. 

I was once askt to see a lady only to find her moribund and 
dying, on reaching her bedside. She had been ill a little less 
than four days. The necropsy showed a gangrenous and per- 
forated appendix containing a large concretion, and a belly full 
of fecal matter from the small intestine, which had been purged 


thru the perforation by calomel and podophyllin. I believe that 


fasting, lavage, no purges and opium would have promoted 
the limiting of the process in this instance, prevented the extra- 
vasation of this large quantity of fecal matter and favored mat- 
ting of the intestines over and about the perforation. An en- 
cysted abscess would have formed which might have been opened 
by a simple operation on about the seventh to tenth day. These 
cases are so like typhoid, perforations that they should be treated 
in the same way, that is, always operated upon within the first 
twenty-four or forty-eight hours whenever possible; after that 
time has elapst since the symptoms indicate perforation, the ex- 
pectant plan is far better and will save more lives. 

It is easy to anticipate that the objection will be raised that 
it is impossible to make an exact diagnosis of the conditions with- 
in the belly, and that no man can tell whether he will find a 
perforated or a gangrenous appendix in any given case, and so 
operation should be done to find out. Here is the very factor of 
error to which allusion was made earlier in this paper and there 
is no doubt whatever that in many instances it is impossible to 
foretell the condition of the appendix before operation. It must 
be conceded, too, that it is impossible to fix an infallible, hard 
and fast rule as to the time after the beginning of the attack 
when operation may be safely and successfully done. 

Fortunately, however, neither of these things are necessary. 
The thing to be determined as nearly as possible is this: Is there 
a more or less diffuse peritoneal infection and inflammation? If 
so, of about how long standing? While it may be impossible to 
answer even these questions correctly every time, it will be possi- 
ble to reach a correct conclusion in the vast majority of the 
cases; and in any event we can ordinarily determine whether 
the disease is still in a safely operable stage or whether it should 
be treated expectantly. 

The onset and course of the attack and the day of the dis- 
ease help us enormously in the determination of these matters, it 
being fair to presume that’ sudden onset with very severe pain 
and collapse indicates perforation or gangrene of the appendix 
and the elapst time since the attack helps to determine the de- 
gree and stage of the incident peritonitis. If the patient has been 
freely purged after the symptoms of perforation develop, we 
should expect to find fecal extravasation. All of these things 
help to form a judgment‘as to whether the patient should be 
operated upon and when. 

I should make one stipulation, however, in any case of uncer- 
tainty, that is, when in doubt, don’t operate. 

The adoption of this rule by the profession as a whole will 
save many lives. When we have all mastered the details of the 
fasting, lavage, no purge treatment, our patients may be safely 
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operated upon in the interval and the unnecessary deaths of inter- 
mediate operations avoided. 

That this differential diagnosis may be made and is made, 
and the time not to operate in appendicitis be determined, is best 
shown by the results of Ochsner’s work and his 2% per cent 
mortality. This is an unanswerable argument, and no amount of 
carping criticism and innuendo will serve to overcome it. 

There can be no real doubt that the period from the third to 
the tenth day is ordinarily the time of greatest danger for opera- 
tions for appendicitis. Even tho no fixt time in days and hours 
may be positively set, it is true, notwithstanding, that under ordi- 
nary circumstances this is the time not to operate. There is an- 
other time not to operate in appendicitis, and that is when the 
patient is apparently about to die. No good and much harm to 
the cause of surgery and humanity may be done thereby. 


CYSTS OF THE URETER. (CYSTICA URETERITIS.) 


By Byron Robinson, B. S., M. D., Chicago, III. 


Professor of Abdominal Surgery in Harvey Medical College. 


History.—The steps of history are the steps of progress, for 
each step represents an epoch of development. The study of the 
cysts of the ureter continued for over half a century (Leuchart, 
1852). The chief progress in the accumulation of knowledge of 
so-called cysts of the ureter occurred during the two past decades. 

Morgagni (1682-1771) mentions cysts of the ureter. 

Rayer depicts some five subjects with ureteral cysts in his 
“Traites de maladies des reins” (Paris, an Atlas publisht in 1837). 
1837). 

Rokitansky, in 1855, says “cysts appear to be more frequent 
in the urinary passages than they are in and upon other excretory 
ducts.” He refers to two specimens in the Vienna hospital. 

Virchow (1821-1903) in 1863 compared the cysts of the ureter 
to cysts on the vaginal mucosa. Hence obstruction of the crypts 
in the ureteral mucosa was followed by retention and consequent 
cysts. 

Litten, in 1876, considered that ureteral cysts were due to 
the obstruction, stagnation of mucous crypts and retention of 
secretion. Since Litten’s labors, the profession has retained the 
term “ureteris cystica.” a 

Hamberger (1879) considered that the ureteral mucosa con- 
tained numerous glands comparable to sebaceous glands and that 
the ureteral cysts arose from them. 

Ebstein (1882) thought that the cysts arose from follicles, i. 
e., by degeneration of round cells in the connective tissue—from 
chronic endo-ureteritis. He thought also that the cysts might be 
tubercular. 

Limbeck advocated that the ureteral cysts arose from degen- 
erated mucus-retention, enclosed within coalesced mucal folds or 
tongue-like cell-proliferating processes penetrating the connective 
tissue cells. 

Quarry Silcock, in 1889, claimed that ureteral cysts arose 
from irritating urine or reflex nerve-irritation or from the pres- 
ence of a ureteral calculus. . 

F. S. Eave (1889) first maintained that the cysts were due to 
parasites and claimed he found parasites in the cysts. These 
parisites are known as psoro-spermium, stationary encrysted gre- 
garina, coccidium (of Leuchart), oviform cells or psoro-spermia. 
Animals, such as rabbits, are especially the habitat of psoro- 
spermia. 

J. C. Clark, in 1892, claimed to have found parasites in a sub- 
ject possessing ureteral cysts. 

Van Kahldan, in 1892, advocated the parasitic origin of ure- 
teral cysts. Also Taggart and others held such views. 

Von Bruns (1893) advocated that cysts of the ureter arose 
from nests of epithelial cells, which, being surrounded by a mem- 
brana propria, become isolated from free mucosa. The subepi- 
thelial ureteral tissue consists of a mesh-work of connective- 
tissue septa compartments. By a process of variation in pressure 
portions of ureteral mucous epithelium become isolated and sur- 
rounded by the septa of connective tissue. From epithelial nests 
arise the ureteral cysts. 

Luborsch (1893) admitted that some of the ureteral cysts 
arose from Von Brun’s nests, but claimed that they might origin- 
ate otherwise. 

Aschoff (1894) demonstrated by studies on the ureter of 


*My thanks are due to Drs. Cary and Laird for the loan of 
material. 


the new-born, that cysts of the ureter are not normal anatomic 
structures. 

Delbanco (1897) described dilated, distended, lymph vessels 
as part of the cysts of the ureter. The remaining cysts arise 
from Von Brun’s nests. 

Frankel (1897) considered that -ureteral cysts arose from 
crypts and glands in the ureteral mucosa. 

Ribbert (1897) regarded the epithelial nests as primary and 
congenital; later the fundament enlarges. 

Merckwald (1898) advocated that ureteral cysts did not de- 
pend on inflammation or infection for their origin and develop- 
ment. 

Henry Morris (1903) says: 
teral cysts are of parasitic origin; 
glandular origin.” 


“It is probable that many ure- 
no doubt some cysts are of 


FREQUENCY OF URETERAL CYSTS. 


The frequency of ureteral cysts has not been accurately esti- 
mated. About forty cases of ureteritis cystica are recorded in 
literature. Luborsch (1893) found two subjects’ ureters afflicted 
with ureteritis cystica in 3,000 autopsies. In 700 autopsies Merck- 
wald found four cases of ureteris cystica; one ureter rich in Von 
Brun’s epithelial nests; fifty-seven ureters with trifling cyst for- 
mation, and two ureters with cystic formations associated with 
suppurative uretritis. H.W. Carey and Arthur T. Laird noticed 
cystic ureter twice in 600 post-mortems. Doubtless ureteritis 
cystica would be reported more frequently if the ureters in 
autopsy were more minutely and systematically examined. 


THE NUMBER OF URETERAL CYSTS IN EACH SUBJECT. 


Ureteral cysts are multiple. From the illustrations in litera- 
ture of ureteral cysts during the past fifty years, it appears the 
number found in each ureter is very various and irregular, and 
distributed over a considerable area. PP. Rayer’s illustrations 


Fic.1. Presents a dilated ureter with cystic degeneration on its mucosa at 
(a) and (c) cicatrix. At (b) erosion of the mucosa in which a concrement 
was wedged. (After Litten.) 


(1837) present a limited number of widely distributed cysts lo- 
cated mainly in the proximal third of (some in the middle third) 
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of the ureter. Litten’s illustration (1876) presents almost num- 
berless ureteral cysts located in the proximal third, densely 
crowded, their surface appearing like the surfaces of bunches of 
currants or grapes, obscuring the ureteral mucosa. Drs. Carey’s 
and Laird’s illustration presents a limited number of ureteral 
cysts. Literature reports cases with such numerous ureteral 
cysts that they obstructed the ureteral lumen, inducing hydro- 
ureter. Morris gives an illustration of an ureter with some thirty 
ureteral cysts distributed in the proximal and middle thirds of the 
ureter. Only four times do authors give less than ten to fifteen 
cysts. One subjects had five cysts. 


ETIOLOGY OF URETERAL CYSTS. 


The etiology of ureteral cysts is unknown. Many theories of 
origin are extant. The chief theories are that ureteral cysts are 
of inflammatory or parasitic origin. The term cystica ureteritis 
heralds its signification—inflammatory—and is retained from the 
views of Litten (1876). 

The parasitic origin of ureteral cysts is untenable, as the 
parasites, so far, have not been cultivated. The epithelial cell- 
nests of Von Bruns’ may be congenital and the ureteral cysts 
acquired. The cell-nests develop proportionately to age—senes- 
cence. 

Merckwald considers that neither infection nor inflammation 
plays any role in origin or development. If inflammation (endo- 
ureteritis) accounts for ureteral cysts, the frequency of cysts 
should be greater. It is well known that ureteritis frequently 
exists without the existence of ureteral cysts. The secondary 
origin of the ureteral cysts is from Von Bruns’ epithelial cell- 
nests. The cell-nests of Von Bruns’ deg2nerate the most intensely 
in the center. Later transudation arises and distends the cell- 
nest, transforming it into a ureteral cyst. Some authors stili ad- 
vocate that ureteral cysts arise from ureteral glands or crypts. 
A significant matter in regard to the cystic ureter is that in 
various localities adjacent to the cysts may be noted more or less 
accumulation of round-cell infiltration. 


THE EPITEELIAL CELL-NESTS OF VON LRUNS’. 


The Von Bruns’ epithelial cell-nests consist of collections of 
ureteral mucous epithelial cells isolated from the ureteral mucosa 


Fic. 2. Cyets on the mucous membrane of the ureter. The kidney was 
granuiar and cystic. (Middlesex Hospital Museum—after Morris.) 


by connective tissue septa and surrounded by a connective tissue 
layer. The periphery of Von Bruns’ cell-nest is sharply bordered 
and consists of a single layer of cylindrical epithelium while the 


center consists of irregularly arranged epithelial cells. The nests 
are mainly oval in form, with the long axis parallel with the long 
axis of the ureter. The cell-nest may be situated above the 
mucous surface level, on a level or beneath the ureteral epithel- 
ium. The cell-nests were originally connected with the ureteral 
epithelium. They are invaginations of the ureteral epithelium, 
subsequently becoming isolated, constricted from the general 
ureteral epithelium. The nests are not uniform in dimensions, 
form or location. The cell-nests are not glands, but are com- 
posed of the natural ureteral epithelium. They possess a dis- 
tinct connective-tissue membrane as a border which consists or 
represents the subepithelial connective tissue. The cell-nests 
have no regular cavity and do not present a secretion. The epi- 
thelial nests are isolated, irregularly distributed and small in 
comparison to the ureteral cyst. 

The nests are compact collections of epithelial cells without 
a lumen, and are generally in contact with the ureteral epithelium. 
The nest may be single or compound. It may be probable that 
the so-called ureteral glands described by several authors are Von 
Bruns’ epitihelial cell-nests. The epithelial cell-nests may be 
solid, possessing no cavity or lumen; or, the nest may possess 
a distinct cavity due to degeneration of the epithelial cells in the 
center of the nest and secretion. 

The epithelial cell-nest may be mistaken for ureteral glands 
or crypts. The cell-nests are limited or do not exist in the in 
fant. Von Bruns’ epithelial cell-nests no doubt give origin to the 
ureteral cysts, cystic ureteritis. Not infrequently one observes 
spaces or fractures among the epithelial cells of the nest. 
Transitional forms from nest to cysts may be noted. A connec- 
tion of the nest epithelium is not always present. If present, it is 
not like the lumen of a gland, but like a slit in the closed lumen. 


THE LINING EPITHELIUM OF THE URETERAL CYST. 


The ureteral cyst is lined by a single or multiple transitional- 
layered, epithelial strata resembling that of the ureteral mucosa. 
The transitional epithelial layers are not so regular in the cyst 
as that of the ureteral mucosa. The cyst with a single layered 


Fic. 3. (Byron Robinson) Drawingirom a microscopic specimen containing 
a ureteral cyst (1); three nests of von Brun’s (2, 3); connective tissue oi 
the ureteral wall (4) ; ureteral muscle (5); the ureteral mucosa (6). 


epithelium may be due to pressure of the cystic contents. The 
form of the epithelium lining the cyst is irregularly cylindrical, 
tending to polyhedral—doubtless from pressure contents. The 
nucleus, well colored, is various in size, For convenience of de- 
scription we will divide the ureteral cyst into: (1) A base pedi- 
cle, i. e., where the cyst is solidly in contact or fixation with the 
ureteral wall. Second, the dome, cupola of the cyst, i. e., the seg- 
ment of the cyst which projects into or toward the ureteral lumen. 
(3) The lateral margins of the cyst, i. e., where the ureteral 
epithelium coalesces or merges with that enveloping the cupola 
or dome of the cyst. 

The cyst base has the thickest layer of epithelium and con- 
sists generally of three to four layers which are higher—longer 
than the epithelium of the cupola of the cyst. The epithelium 
at the base adjacent to the ureteral wall is solid, compact, with 
limited protoplasm and distinct nucleolus, while the epithelium 
on the free surface of the base is distinctly more separated, less 
compact, possesses large cell protoplasm, well colored, and cell 
nucleus—in fact the surface cell appears frequently to lie in an 


‘extensive mucous, colloid-like bed. The epithelium at the base 


of the cyst is almost exactly similar to that of the ureteral mu- 
cosa; however, the epithelial cells are less cylindrical and more 
polyhedral from pressure of cystic contents. 
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The dome or cupola of the cyst is lined by one or two layers 
of epithelium, generally one layer, which may be absent. The 
epithelial cells are not elongated (cylindrical), but of a cubical 
shape, and in some cases the cells are of the flat variety, due, 
doubtless, to pressure of cyst contents and stretching of the cyst- 
wall. In some cysts at the central point of the dome no epithelial 
cells may exist. At the dome the long axis of the epithelial cell 
and its nucleus lies parallel with the cyst-wall. 

The lateral wall is lined by a layer of epithelium which grad- 
ually decreases in dimension and frequently in large cysts de- 
creases in the number of super-imposed epithelial layers toward 
the cupola-cysts. A’communication may exist between the ure- 
teral lumen and the epithelium of the ureteral cyst. In the larger 
cysts there is, in general, less lining wall-epithelium than in the 
smaller cysts. The cyst which is on a level with the- ureteral 
mucosa is covered by similar epithelial layers, as the remainder 
of the ureteral mucosa, but in general the ureteral epithelial lay- 
ers are lessened in number and shortened in proportion to the 
projection of the cyst in the lumen of the ureter. 


THE CONNECTIVE TISSUE WALL OF THE URETERAL CYST 


I cannot find a membrana propria enveloping the epithelium 
of the cyst-wall, as noted by Von Bruns. The peripheral epithel- 
ium of the cyst-wall is envelopt by a connective tissue membrane 
with a few muscle-cells. It may have considerable thickness and 
density at the base of the cyst, but is of extreme thinness, atten- 
uated, at the cupola of the cyst. The connective tissue at the 
base of the cyst may be thicker than the subepithelial tissue of 


Fic. 4. Shows the structure of one of the cysts; the membrana propria ex- 
tends entirely around the cyst wall. (A) are the bodies described as 
degenerated epithelial cells (so-called sporozoa) ; (B),acell nest (v. Brun) ; 
(objective, 1-6; ocular, I); (D) represents the ureteral cysts on the ureteral 
mucosa (actual size). Taken from the article of Dr. Cary and Dr. 
Laird, Albany Medical Annals, July, 1904. 


the ureter. Groups (clusters) of isolated collections of round- 
cell infiltration may be observed adjacent to the cyst-wall. The 
elastic tense consistence of the cyst wall is due to the active 
secretion in the cyst-lumen. Epithelium composing the ureteral 
mucosa covering the surface of the cyst which projects into the 
ureteral lumen may be single-layered or absent. 


SIGNIFICANCE OF THE URETERAL CYSTS. 


The ureteral cyst is in itself harmless. Should they become 
numerous multiple and large, they may assume pathologic dig- 
nity by compromising the ureteral lumen, inducing hydro-ureter. 
Rupture of the cysts in the ureter induces hematuria, which 
would be difficult to trace to its origin, even with cystoscopic 
examination. 


THE CONTENTS OF URETERAL CYSTS. 


The contents may be a colorless, clear fluid. If the contents 
be yellow it is due to fatty degeneration. The contents may be 
yellowish-brown or dark-brown. The epithelial cells are in vari- 
ous states of degeneration, giving rise to different states and con- 
ditions of the cystic contents. 


BODIES FOUND IN THE URETERAL CYST. 


Some investigators claim the bodies found in the cysts are 
parasites (sporozoa), but investigations do not appear to confirm 
this view. It is more probable that the bodies found in the cyst 
are degenerated epithelium and that the so-called colloid bodies 
are one of the various stages of the degeneration. In other words 
the translucent, oval badies found in the cysts, resembling sporo- 
zoa, are probably the product of epithelial degeneration in Von 
Bruns’ nests. 


DIMENSION OF URETERAL CYSTS. 
The cysts vary in size from that of a pinhead to that of a pea. 
LOCATION OF URETERAL CYSTS. 


The chief situation of the ureteral cyst is fairly constant in 
the proximal third of the ureter, especially in the uteral pelvis 
and adjacent to the proximal ureteral isthmus. The next loca- 
tion in order is in the distal third of the ureter. Otherwise the 
ureteral cysts may be diffusely distributed over the entire ureteral 
mucosa. Ureteral cysts may be unilateral, or bilateral. In twen- 
ty-eight subjects, fourteen times the cysts were unilateral and 
fourteen times bilateral—50 per cent. It appears that the right 
and left ureter is afflicted with ureteral cysts practically equa). 
In twenty subjects, the entire ureteral mucosa was attackt with 
cysts six times. In the remaining fourteen subjects local seg- 
ments of the ureter was attackt with cysts. 


SYMPTOMS OF URETERAL CYSTS. 


1. The cysts may rupture, present hemorrhage — which 
would be difficult to interpret. 
2. The cysts may proliferate sufficiently to produce hydro- 
ureter. 

3. <A pain, frequent and painful micturition. 

4. The cysts may in certain stages resemble military tu- 
bercle as observed by the cystoscope. 


SEX RELATIONS OF THE URETERAL CyoTS. 


As regards sex cystica uretritis, in the fifty cases of litera- 
ture, presents practically no distinction. In twenty-four markt 
cases of ureteral cysts, there were ten men and fourteen women. 


AGE RELATIONS OF CYSTICA URETERITIS. 


Cystica ureteritis is practically a disease of senescence. Of 
the nearly fifty cases described in literature, only two are given 
less than forty years of age (one was twenty and the other was 
twenty-six years of age). Three subjects were between forty and 
fifty years of age. Four were between fifty and sixty; six were 
between sixty and seventy; six between seventy and eighty. 
Several are described as old people, and in some the age was not 
mentioned. 


FORM OF URETERAL CYSTS. 


The ureteral cyst appears and is described by authors as 
more or less round, oval, oblong. It may appear to be irregular. 
The cyst may possess more or less of a pedicle, according to its 
method of development. The form of the cyst is a globular sphe- 
roidal. The surface is smooth. 


THE COLOR OF URETERAL CYSTS. 
The color of the external wall of the cyst may assume that 
of pearl, yellowish (from fatty degeneration), whitish, grayish or 
brownish. 


PATHOLOGICAL CONDITIONS ACCOMPANYING URETERAL 
CYSTS. 


In about one-third of the subjects the ureter was generally 
or locally dilated, when the cysts sat on the ureteral mucosa. 
Occasionally, there was a ureteral constriction or cicatrix im- 


mediately distal to the location of the cysts. Nearly one-third of 
the subjects presented hydro-ureter. With ureteritis cystica 
there frequently exists vesical and renal disease as nephritis, con- 
tracted kidney, hemorrhagic conditions. Calculus and suppura- 
tive ureteritis are not an infrequent accompaniment. In many 
subjects chronic inflammatory conditions existed in the tractus 
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urinarius. It may be noted, however, that many of the diseases 
enumerated as accompanying ureteritis cystica are common ac- 
companiments and complications of subjects over forty years of 

age. 
: DIAGNOSIS OF URETERAL CYSTS. 


The clews to the diagnosis of ureteral cysts are limited. 
Pain, hematuria and frequent micturition may occur. In the 
vast majority of subjects possessing .ureteritis cystica, the tractus 
urinarius is otherwise pathologic. 

The most hopeful method is by the aid of the cystoscope and 
ureteral catheter. The microscope might present connective tis- 
sue shreds in the field. Suggesting ureteral cysts, as blood and 
pus may occur with other diseases. The rarity of ureteral cysts 
(one in many hundred subjects) so far furnisht no pathognomonic 
sign for a rational diagnosis. 


TREATMENT OF URETERAL CYSTS (CYSTICA URETERITIS) 


Since the etiology of ureteral cysts is unknown, and the diag- 
nosis in most cases almost unsurmountable, treatment at present 
is unsatisfactory. Mechanical treatment would appear the only 
rational method. The renal cortex should be incised in the ex: 
sanguinated renal zone (Hyrtl’s zone) and an attempt made to 
rupture the cysts in the ureter (calyces, pelvis and ureter proper) 
by instrumentation and manipulation. Ureteral sounds of in- 
creasing dimensions should be repeatedly passt distalward in the 
ureter in order to rupture as many cysts as possible. It does not 
appear that rupture of ureteral cysts is damaging to the patient, 
and besides the cyst would probably not recur. Massage should 
be employed, and since by a lumbar incision the ureter can be 
exposed from kidney to pelvie brim directly to inspection and 
manipulation without ligating vessels, much benefit could be de- 
rived by this plan, especially if the cysts were large and thin- 
walled—easily ruptured. 

In manipulating a ureter afflicted with ureteritis cystica, pre- 
caution must be exercised, as the ureteral wall is generally di- 
lated, attenuated and consequently easily ruptured with limited 
chances to reunite by suture. 


PSYCHOSES ASSOCIATED WITH PELVIC DISEASE. 


By Ernest A. Hall, M. D., L. R. C. P. (Ed.), Vancouver, B. C. 


Surgeon to Burrard Sanitarium. Fellow of the British Gyne- 
cological Society. ; 


As a contribution to the further study of psychoses asso- 
ciated with pelvic disease, I submit a brief resume of the cases 
that have come under my observation during the last eighteen 
months. No one realizes more than the writer the exceeding in- 
tricacy of dependencies and obscurities environing the determina- 
tion of causation of that psychic abnormality called insanity. Not 
until the factors of heredity become developt to the status of 
scientific accuracy, the physiology of the sympathetic system and 
the significance of the term irritation be given us in a clearer and 
more comprehensive statement, can we hope to do more than 
grope our way thru a mass of superficial observations, imperfect 
classifications, and faulty deductions. Yet with regard to this 
matter which is assuming such importance, not only in the medi- 
cal world, but in the state economics, it is unworthy of our pur- 
pose and traditions to refuse the consideration of any communica- 
tion, however humble, that indicates upon the part of the writer 
any attempt to investigate matters relative to this chaos. 

It is with the purpose of earnestly endeavoring to lessen the 
burden of human suffering that the writer for the past five years 
has not neglected an opportunity of examining the pelvic organs 
of those women who gave evidence of mental disturbance, in the 
hope that some principles might be evolved that would be appli- 
cable to the amelioration of the sufferings of this most unfor- 
tunate class. Without the special training to be had associated 
with hospitals for the insane, the writer approaches this sub- 
ject from the findings upon pelvic examinations, and the revela- 
tions in the operating room. With the problems of psychology 
and mental pathology, per se, we, as surgeons, have little to do. 
We “carpenters of the human frame” can add nothing; we can 
but remove and “eadjust, and with a large faith to kind Nature’s 
efforts. The fact that the removal of physical disease in so many 
instances has been followed by a restoration of the mental fac- 
ulties, has given a stimulus to investigation and the thought that 
possibly there might be a causative relation existing between 
physical disease and insanity, and that in the direct ratio to the 
amount and closeness of the sympathetic connection between that 
part of system and the organ of the mind. For example, if the 


meninges, the stomach and the bladder stand in their sympathetic 
connection with the great nerve center in the degrees of 3, 2 and 
1, then we would expect that the same relative amount of func- 
tional or organic disorganization would affect the normal central 
metabolism according to that ratio. In other words, it would re- 
quire twice as much local irritation in the stomach, and three 
times as much in the bladder, to produce the effect upon the 
central nervous system that would result from a given amount of 
meningeal disease. If this be not wide of the mark, then if it 
can be shown that the sexual system (in both sexes) is in close 
association with the great nerve centers, it will follow that dis- 
ease of those parts will be more closely associated with psychoses 
than disease of organs not so closely associated. Cases are on 
record in which the removal of an enterolith has relieved melan- 
cholia, the extraction of an ulcerated tooth has: relieved acute 
mania, etc., but for one case of insanity following the relief of 
organic disease of parts other than the sexual organs, ten cases 
are on record of the relief of insanity following the removal of 
disease of those parts. The unique associations and the intimacy 
of the relationships existing between the sexual organs, and the 
great nerve centers, I have discusst elsewhere. For a full discus- 
sion of this matter, Dr. Byron Robinson’s work on the “Sympa- 
thetic System” is recommended. 


CASE REPORTS. 


Case No. 104. Mrs. , aged 24; good heredity; one 
child; five miscarriages. Examination revealed myometritis, 
laceration of the cervix with eversion of cervical mucosa and 
prolapse. Delusions intensified during any period of ill health. 
Treatment was recommended. 

Miss , aged 21; good heredity. For several months 
had been obstinate; refused to assist in the housework; would 
lie in bed all day with melancholic attacks. No history of dis- 
appointment. Examination showed retroversion with adhesions. 
Treatment was recommended. 

Mrs. , aged 21; one sister slightly affected. Married 
five weeks. No pelvic abnormality found on careful examination. 

Mrs. , aged 37; good heredity. One child eight years 
old, not pregnant since. Delusions with dislikes for members of 
the family. Pelvic examination gave a cervical tear, retroversion 
and myometritis. Radical treatment was practist. Improvement 
followed. : 

Mrs. K——, aged 21; good heredity. One child eight months 
old. Suicidal mania (also threatened to kill her child); would 
run out of her home wildly. Examination showed cystoma of 
right ovary, size of a large orange. Removal was followed by 
mental recovery. 

Mrs. , aged 23; good heredity. Seven days after con- 
finement she became wildly delirious. "Temperature 101°; tongue 
dry and coated. She was curetted and the cervix repaired. There 
was return to physical and mental health in a few weeks. 

Mrs. , aged 62; good heredity. Delusions. Laceration 
of perineum and cervix found. On account of her age treatment 
was not recommended. She was subsequently committed to the 
hospital for the insane. 

Mrs. , aged 33; good heredity. Referred by Dr. 
Proctor. When child was six months old, she took a violent dis- 
like to it, followed by religious mania. Endometritis, laceration 
of cervix and right cystic ovary were found, and recovery fol- 
lowed operation. 

Mrs. , aged 38; good heredity. Patient of Dr. W. B. 
McKechnie. Melancholia for several years. Fibroid cervix and 
enlarged uterus. Hysterectomy was recommended. 

Mrs. , aged 33; good heredity. Four children. At- 
tacks of melancholia each year lasting one month. Lacerated 
perineum and salpingitic adhesions. Treatment was recom: 
mended. 

Mrs. , aged 35; good heredity. Three children; mel- 
ancholia; was in the asylum for six months; was mentally re- 
covered when I saw her. Examination showed right cystic ovary, 
salpingitic adhesions and chronic appendicitis. 

Mrs. , aged 35; good heredity. Married ten years; no 
children; suffered with intense pain in the right side for several 
years. At times would become completely bewildered, careless 
in personal appearance, slovenly in manner, with attacks of mel- 
ancholia. Right ovary was found to be cystic, appendix con- 
stricted by fibrous band, omentum adherent to lower abdominal 
wall. Very markt: improvement followed correction of the 
troubles. 

Mrs. , aged 28; three children. Mother was insane 
after each child; one brother insane from self-abuse. For three 
years suffered from pains in head and back. Mind cloudy, mem- 
ory defective, irritable and melancholic. Two physicians had 
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treated her for “womb disease.” |Myometritis, prolapse and 
chronic appendicitis were found. Improved. 

Mrs. , aged 32; four children; good heredity. Since 
the birth of last child became irresponsible, untruthful, with 
periods of homicidal mania; also suicidal impulses. Myometritis, 
laceration of cervix, cystic left ovary and retroversion were the 
apparent cause. Improvement. 

Mrs. , aged 29; three children; one aunt insane. For 
six months had been very nervous and easily excited. Became 
suddenly maniacal and called for her husband who was absent, 
and who, twenty-four hours before had been, unknown to her, in 
a railroad wreck. Cervical tear, retroversion, left ovary cystic, 
chronic appendicitis were diagnosticated. After three weeks, 
with no signs of improvement, she was sent to the provincial 
asylum. At the present time, six months subsequent, she is very 
much improved. 

Miss , aged 24; good heredity. Delusions of religious 
character with melancholia. She was found to have endometritis 
with erosion of mucosa, right ovary cystic and clitoris adherent. 
Slight improvement followed correction. 

Mrs. , aged 28; three children; one sister insane. Two 
months after the birth of last child she became violent, neces- 
sitating her transference to the asylum, where she recovered in 
a few months. Cervix and perineum were found torn, myo- 
metritis, retroversion, both ovaries cystic. She remains well, 
after treatment. 

Mrs. , aged 41, good heredity. Two years ago she had 
what was called gastric ulcer; this was followed by delusions 
and melancholia. She was examined in the Provincial Asylum. 
Endometritis with adhesions was found. Treatment was recom- 
mended. 

Mrs. 
lusions; 
cow. Left ovary enlarged and adherent in cul-de-sac. 
recommended. ; 

Mrs. , aged 48; three children; good heredity. De- 
lusions. Destroyed furniture. Myometritis and _ retroversion 
were found. She is apparently improving, but it is too early to 
report upon finally. 

Mrs. , aged 38; seven children; good heredity. 
ancholia after each lactation. Endometritis, cystic ovary. 
early to report. 

Mrs. , aged 24. Recommended by Dr. Boucher. Two 
children; four miscarriages. Pelvic pains, excitable, poor mem- 
ory, delusions, went to an adjoining town looking for work, leav- 
ing her children and a good home; suicidal impulses. Right 
ovarian cystoma with chronic appendicitis. Too recent to report 
upon. 


aged 35; three children; good heredity. De- 


Operation 


Mel- 
Too 


REMARKS. 


The treatment given these cases is (with the exception of 
the removal of the tubes to which I shall again refer) of the most 
conservative type. No organ nor part of an organ that is normal 
is removed, the writer firmly believing that no good purpose is 
effected by the wholesale ablations which have formerly char- 
acterized the work at the hands of many operators. I have not 
found within the last few years a case in which it was necessary 
to remove the whole of both ovaries. Frequently cysts were 
enucleated from the ovary, leaving a comparatively large base of 
normal tissue. Curetting is done in all cases, “fungosities” are 
frequently met with. The appendix is removed in all cases in 
which it is adherent, thickened, or congested. Convalescence 
has been normal in all the cases here reported. 

With reference to the removal of the Fallopian tubes I take 
a radical stand. Considering the great economic burden that in- 
sanity entails upon the state, to say nothing of the suffering, not 
only to the afflicted, but also to those in direct relation to them, 
I hold that we have no moral nor economical right to continue in 
the propagation of those who inherit a tendency to mental de- 
terioration. In all cases, if the consent of the interested parties 
can be had, it is my practice, therefore, to resect the tubes—thus 
preventing pregnancy. 

It would make this article unnecessarily lengthy to enter into 
discussion .of the many problems in connection with this subject. 
One point should not be omitted, viz.: the greatest number of 
recoveries are found relatively among those who have but re- 
cently affected, that is, before the vicious cortical metabolism has 
become habitual. With reference to this point, the editor of the 
British Gynecological Journal says: “It seems possible that the 
difference in the results of operation depends on the time at 
which it is undertaken, that the failures have been when the geni- 
tal disease has had time to establish its bad effect upon the 
nervous centers, and that the successes have been owing to time- 


says her womb goes up to her head and that she is a’ 


ly operations. In any case the frequency of gynecological disease 
in women the subjects of psychoses, for which no other possible 
cause can be found, together with the fact that by an operation 
it is often possible to cure the sexual lesion, and at the same time 
to cure or at all events relieve the mental disorder, compels one 
to admit that there must be some close connection between the 
psychoses and the genital organs, tho the nature of that connec- 
tion is still undefined; and also that it is justifiable to operate 
on the insane, not merely to cure their genital diseases, but with 
the hope of curing their mental diseases. If this be admitted, it 
follows that, as recommended by Hall, every woman mentally af- 
flicted should be subjected to gynecological examination, whether 
she complains of any genital disorder or not, and this should take 
place before her admission to an asylum.” 


BYRON ROBINSON’S OLIGEMIC UTERINE ZONES. 


By Robert S. Gregg, M. D., Chicago, III. 


During the past five years Dr. Byron Robinson has indicated 
by a long series of experiments certain limited, partially non- 
vascular, or oligemic areas in the uterus. The object of this note 
4s to direct professional attention to their value in practice. 

By dissection, the use of corrosion anatomy and the x-ray, 
Byron Robinson demonstrated that the lateral cervical border, 
the fundus and central longitudinal axis of the uterus possess few 
blood vessels, and consequently little blocd. From these experi- 
ments he explained the well recognized observations: (1) Why 
the numerous lateral cervical lacerations during parturition and 
instrumentation were accompanied by such limited hemorrhage; 
(3) why the fundus can be incised transversely and dorso-ven- 
trally in Cesarean section and myomectomy be performed with 
such limited loss of blood, and (3) why the resting uterus can be 
bisected longitudinally with safety from dangerous hemorrhage. 


Vascular Circle. 
(The Circle of Byron Robinson.) 


The Utero-Ovarian 


It is known that the resting uterus can be bisected longi- 
tudinally and reunited by suture with slight hemorrhage. Byron 
Robinson determined to investigate and if possible to solve the 
problem of the condition of the circulation in the lateral cervical 
border, in the central longitudinal uterine axis and that of the 
fundus uteri. ~ 

I will attempt, by description and the aid of some illustra- 
tions, to define what is meant by the three oligemic uterine zones. 
An oligemic uterine zone is a territory which is supplied by capil- 
laries or arterioles of a limited number and dimension. It is an 
area which, when incised in the resting uterus, will not be follow- 
ed by fatal hemorrhage, but limited blood-loss. Prof. Byron Robin- 
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son describes the location of what he terms three oligemic 
uterine zones. 


One oligemic zone lies in the central longitudinal axis of the 
uterus, at the median anastomosis of the bilateral rami laterales 
uteri. In the resting uterus this zone can be bisected longitudi- 
nally with non-fatal hemorrhage. Its bisection would be accom- 
panied by considerable hemorrhage in the menstruating uterus, 
and profuse hemorrhage in the gestating and puerperal uterus. 
(See Fig. 3.) This is a most useful oligemic zone in surgical in- 
tervention on the uterus. Byron Robinson’s operation of endo- 
metrectomy and partial myometrectomy is founded on the exist- 
ence of this central oligemic uterine zone. Vaginal Cesarean sec- 
tion and myomectomy may also be performed in this zone with 
little fear of dangerous hemorrhage. 


The most important oligemic uterine zone in practice is lo- 
cated on the lateral borders of the cervix, due to the dichotom- 
ous division of the rami cervicis uteri. One of the cervical ar- 
terial arms passes to the dorsal and the other to the ventral sur- 
face of the cervix, forming a boot-jack vascular angle on each 
lateral cervical border. The bilateral dichotomous arms of the 
cervical trunk completely embrace the uterine cervix. (Huguier’s 
circle.) The bilateral cervical zone is frequently lacerated in 
parturition or instrumentation, but if the cervical trunk or its 
dichotomous arms are not torn, the hemorrhage is limited, non- 
dangerous. However, if the cervical lacerations be in an oblique- 
ly dorso-ventral direction the hemorrhage may be dangerous from 
rupture of one of the arms of the cervical trunk. ° 


The fundal oligemic zone is located in the center of the 
uterine fundus, anc! is formed by the divergence of the rami later- 
ales uteri. Cesarean section or myomectomy may be performed 
in this zone with safety from hemorrhage. The defective median 
uterine line of anastomosis or the divergence or dichotomous di- 
vision of the rami laterales uteri is what constitutes these three 
oligemic uterine zones, 


Robinson remarks that the circulation of the uterus external 


to the oligemic uterine zones is controlled by elastic and muscu- 


lar bundles, which act as constant living vascular ligatures while 
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the circulation in the oligemic uterine zones is controlled by prac- 
tically similar conditions as other musculo-connective tissue re- 
gions. A knowledge of the oligemic uterine zones indicates the 
elective lines of uterine incision and the cause of profuse or lim- 
ited hemorrhage in cervical and other uterine lacerations. 

For the first definite investigation, accurate description and 
valuable contribution to science of these limited vascular uterine 
areas or oligemic uterine zones, I propose that Dr. Byron Robin- 
son be credited for his extensive investigations and valuable la- 
bors; therefore, it affords me great pleasure to be able to desig- 
nate these zones in honor of the investigator, by the eponym, 
“Byron Robinson’s Oligemic Uterine Zones.” 


TREATMENT OF COMPLETE DESCENT OF THE UTERUS.* 
By E. C. Dudley, A. M., M. D., Chicago, Ill. 


Professor of Gynecology in University Medical 
School. 


Complete descent of the uterus (procidentia—prolapse to 
the third degree), is always associated with extensive injury to 
the pelvic floor; even tho skin of perineum be intact, there has 
been separation of pelvic fascia, pelvic connective tissue, vaginal 
walls and muscles of the perineum. In truth these injuries of the 
pelvic floor constitute the essential lesion—the malposition of the 
uterus being practically an incidental factor. So the treatment 
consists essentially of two things: re-establishment of the pelvic 
floor and restoration of the normal angle between the axis of the 
uterus and of the vagina. 

In labor the anterior wall of the vagina is so depresst, 
stretcht and shortened by the advancing child that, during and 
after the second stage, the anterior lip of the cervix uteri may 
be seen behind the urethra. This location of the cervix—so close 
to the anterior wall of the pelvis—necessarily involves great 
stretching of the utero-sacral supports which normally hold the 
cervix uteri, and together with it the upper extremity of the 
vagina, close to the hollow of the sacrum. This function of the 
post-uterine ligaments having been temporarily impaired, the up- 
per extremity of the vagina is displaced forward, so that the uter- 
us, having sufficient space between itself and the sacrum, instead 
of maintaining its normal anterior position, may fall backward 
into retroversion and thereby bring its own axis into line with 
the direction of the vagina. Frequently the change in the di- 
rection of the vagina from the normal oblique to the abnormal 
vertical is still further increast by injury to the vaginal outlet; 
the perineum may be torn in any direction and, what is more 
serious, it may be torn away from its pubic attachments and in 
this way may be displaced towards the tip of the coccyx. If the 
puerperium progress favorably with prompt involution of the 
pelvic organs and if the relaxt vesico-vaginal wall and other parts 
of the pelvic floor (especially the utero-sacral supports and the 
broad and round ligaments) recover their normal tone, then the 
whole pelvic floor, including the uterus, resumes its normal rela- 
tions. But if the enlarged heavy. uterus remain in the long axis 
of the vagina; and especially if the fundus uteri be incarcerated 
under the promontory of the sacrum with the sacral supports 
stretcht so much and for so long a time that they cannot recover 
their contractile power; and if normal involution of the pelvic 
organs be arrested, then descent may not only persist but may 
progress constantly, increasing the cystocele and rectocele until 
the uterus has extruded thru the vulva. 

Behind the uterus lies peritoneum—containing not only tubes 
and ovaries, but intestine as well: a true vaginal hernia with 
uterus as a part of the “hernial sac.” 


SURGICAL TREATMENT. 


At the outset I want to condemn the Stoltz operation: nar- 
rowing the vagina and thus suspending the uterus somewhere 
in the pelvis above the constriction, no effort being made to re- 
store the normal axis of the uterus and vagina, the whole pur- 
pose being to make the vagina so narrow that the uterus cannot 
pass thru it. Such operations generally fail, because they leave 
the uterus and vagina in the same axis and because the restricted 
vagina cannot resist the downward force of the uterus, which al- 
most invariably dilates the vagina a second time and forces its 
way thru with reproduction of the hernia. Moreover, the opera- 
tion always does permanent harm because it shortens the vagina, 
thereby making it draw the cervix away from the sacrum towards 


*Abstract of paper read before the Canadian Medical Asso- 
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the pubes so that the body of the uterus may have room to fall 
backward to the position of incurable retroversion. 

After a prolonged trial of the principal surgical procedures 
which have been made use of for the cure of complete descent, I 
am prepared to lay down certain essential principles as follows: 

An efficient operation on the vaginal walls should have for its 
object, not narrowing the vagina, but restoring the normal direc- 
tion of it with a double purpose, so that, (a), the upper ex- 
tremity together with the cervix uteri shall be in its normal loca- 
tion within an inch of the second and third sacral vertebras, just 
where the utero-sacral ligaments would hold it if their normal 
tonicity and integrity could be restored; and so that, (b), the 
lower extremity of the vagina shall be brought forward against 
the pubes. The fullfillment of these two indications will restore 
the normal obliquity of the vagina and will hold the cervix uteri 
so far back toward the sacrum that the corpus uteri must be di- 
rected forward in its normal anterior position of mobile equili- 
brium. With these conditions, the uterus being at an acute angle 
with the vagina and having little space posteriorly, cannot retro- 
vert and turn the necessary corner which would permit it to pro- 
lapse in the direction of the vaginal outlet. In order to accom- 
plish this two things usually are necessary. (1) Excision of the 
anterior vaginal wall (cystoctele) and (2) restoration of the per- 
ineum, 


EXCISION OF THE CYSTOCELE. 


Anterior Colporrhaphy. The plastic operations performed on 
the anterior and lateral walls of the vagina by Sims, Emmet and 
others (which have consisted of superficial denudation and reefing 
of the anterior or lateral walls of the vagina) have been only 
partially successful, first, because they do not adequately force 
the cervix uteri into the hollow of the sacrum, and second, be- 
cause the desired result requires deeper work than mere denuda- 
tion. Therefore, I urge adoption of the following method: 

The anterior vaginal wall is split by scissors from cervix to 
neck of bladder, and the vaginal wall stript away from the vesi- 
cal wall to the desired extent and then cut away. The incisions 
are extended so as to remove the mucous and submucous struc- 
tures to either side of the uterus. Silk-worm-gut (or chromicized 
cat gut) sutures are next introduced in such way that when tied 
they will draw the loose vaginal tissues and the broad ligaments 
(structures on either side of the cervix) in front of the cervix, 
forcing it back into the hollow of the sacrum. These having been 
tied, additional interrupted stitches are introduced to unite the 
vaginal wound from side to side, this suturing being continued 
to a point near the urethra, when most of the redundant vaginal 
wall will have been taken up; there will usually remain, how- 
ever, the lower portion of the cystocele and perhaps some urethro- 
cele, which cannot be disposed of by bringing the margins of the 
wound together from side to side, but can be taken up by uniting 
the remaining part of the wound in a transverse direction. 

Even at the risk of prolixity, I repeat that it is essential to 
remove the entire thickness of. the vaginal layer of the vesico- 
vaginal septum. 

Contraindications to Elytrorrhaphy. Elytrorrhaphy is usual- 
ly unnecessary and therefore contraindicated in descent of the 
first degree. The special province of the operation is in complete 
prolapse or procidentia when associated by cystocele. The opera- 
tion, further, is contraindicated by tumors and adhesions which 
render replacement and retention impossible, and in diseases of 
the uterus or its appendages which demand their removal. When 
such contraindications do not exist, elytrorrhaphy and perineor- 
rhaphy, in a majority of cases, are quite as effective and there- 
fore to be preferred to the more dangerous and mutilating opera- 
tions of hysterectomy. 


PERINEORRHAPHY AND POSTERIOR COLPORRHAPHY. 


As already stated, it is most important to appreciate the fact 
that in nearly every case of procidentia, not only is there lacera- 
tion of the perineum, but also the lower extremity of the vagina 
is displaced backward. This is consequent upon subinvolution of 
the pelvic floor and especially upon subinvolution or rupture of 
the perineum or of some other portion of the vaginal outlet. Un- 
less, therefore, the posterior wall of the vagina and the perineum 
can be brought forward to their normal location under the pubes, 
so as to give support to the anterior vaginal wall, the latter will 
fall again, will drag the uterus after it, and the hernial protrusion 
(cystocele and prolapse) will be reproduced. The treatment, 
therefore, of procidentia must always include an adequate opera- 
tion on the perineum, or, more comprehensively speaking, upon 
the posterior wall of the vaginal outlet. 
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The technic of this operation does not vary in any essential 
from perineorrhaphy for any other cause—the only essential point 
being that the operation must be performed so that it will carry 
the lower ‘extremity of the vagina forward to the normal location 
close under the pubes; then, if the anterior colporrhaphy has 
been adequate and has carried the upper extremity backward, 
the whole vagina will have its normal oblique direction, and its 
long axis will make the necessary acute angle to the long axis of 
the uterus. 


HYSTERECTOMY. 


Hysterectomy, if indicated, should be performed by the va- 
ginal route. As an operation for procidentia hysterectomy is 
open to the following comments: Procidentia, as already shown, 
is hernial descent, not merely of the uterus, but also of the va- 
gina, bladder and rectum. Complete prolapse often occurs after 
the menopause, when the uterus has become an insignificant rudi- 
mentary organ, and therefore may be removed easily. Cases are 
numerous in which, after vaginal hysterectomy, the pelvic floor 
and with it the vaginal walls, have protruded again thru the 
vulva—a result which may be expected unless the operation has 
included anchorage of the upper end of the vagina to its normal 
location by stitching the severed ends of the broad ligaments into 
the wound made by removal of the uterus—a thing now usually 
done whenever hysterectomy is performed for prolapse. _ 


The indication for perineorrhaphy as a supplement to hyster- 
ectomy is the same as after anterior colporrhaphy. 

As laid down in the foregoing paragraphs, the utilization of 
the broad ligaments is the essential factor in the treatment of 
complete procidentia. The operation of elytrorrhaphy above de. 
scribed unfortunately either may fail to bring the lower edges of 
the broad ligaments sufficiently in front of the uterus to enable 
them to hold up the uterus and vagina or the ligaments, having 
been stitcht in front, the stitches may not hold. Consequently, in 
complete procidentia, elytrorrhaphy even tho well performed may 
fail; at least, this has been my experience in a number of cases. 
Therefore, the completely prolapst uterus may have to be re- 
moved in order to secure the entire outer ends of the broad liga- 
ments to the upper part pf the vagina, and thereby give absolute 
support. As before stated, the operation should include the treat- 
ment of the hernial factor in the lesion, that is, removal of the 
redundant portion of the anterior vaginal wall. 

Generally speaking, the indications are somewhat as follows: 

1. Extreme cystocele not associated with the most extreme 
procidentia should be treated by anterior colporrhaphy and per- 
ineorrhaphy. 

2. Cystocele associated with complete procidentia properly 
may be treated by hysterectomy, anterior colporrhaphy and per- 
ineorrhaphy; anterior colporrhaphy in all cases. 

3. Conditions intermediate between the two conditions indi- 
cated above and cases of very feeble or very aged women will cal) 
for special judgment, whether hysterectomy be omitted or per- 
formed. It is, however, a fortunate fact that the completely pro- 
lapst uterus, even in aged women, is removed usually with ease 
and with safety. 


SOME OBSERVATIONS ON MOVABLE KIDNEY.* 


By A. W. Abbott, M. D., Minneapolis, Minn. 


Clinical Professor of Diseases of Women in the University of 
Minnesota. 


Recent writers speak of a kidney as “movable” when its 
range of movement is greater than a half-inch—the limit of nor- 
mal kidney-motion. It is only of late that the condition has at- 
tracted the attention its importance demands; indeed, many doc- 
tors of today do not appreciate its true significance, especially in 
gynecological practice—women being affected much oftener than 
men: about 25 per cent of all women who seek medical attention 
having more or less freely movable kidneys. Every patient seek- 
ing the services of a gynecologist should be examined for loos- 
ened kidney. 


CAUSES. 


The organs of the body are held in permanent position by 
fibrous tissue in the form of fascia. This applies particularly to 
the abdominal organs, abdominal walls, and outlets. The mus- 
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cular action in this regard is temporary, and not to be compared 
in effectiveness with the fascial. Fat has no supporting power, 
but rather the reverse. The blood vessels have no permanent 
supporting power, but accommodate themselves by growth to the 
new positions, which the organs they supply occupy. The per- 
itoneum has some holding power, but when unsupported grad- 
ually gives way, as so often seen in hernia. The posterior ab- 
dominal wall from its structure is rigid and unable to give way. 
‘he fascia renalis surrounds the kidney-vessels, and is incorpor- 
ated into the kidney-pelvis and connective tissue about the kid- 
uey. It has a firm attachment to the fascia of the psoas and 
quadratus lumborum. The paravertebral niches, or hollows, from 
the way in which they receive the kidneys, contribute to their 
support. In front the right kidney has only movable coverings in 
the liver, colon and duodenum, while the left kidney is snugly 
encased between the stomach and spleen, while the middle por- 
tion is overlapt by the tail of the pancreas. The anterior: ab- 
dominal wall, composed of strong muscles and stronger fascia, 
under normal conditions is making a constant pressure back- 
wards, but with the intervention of the softer contents of the 
abdominal cavity. We may therefore discard the fat and blood 
vessels, and while we cannot entirely disregard the peritoneum, 
we must look to the posture of the kidneys, the renal fascia, and 
the compression by the abdominal walls as the essential support- 
ing factors. On the other hand, whatever tends to weaken these 
tends also to allow of the descent of the kidneys. The posterior 
abdominal wall cannot give way. We know nothing of conditions 
which should weaken the renal fascia, and hence can reasonably 
look only to a deterioration of the strength of the anterior ab- 
dominal wall as the chief factor in kidney ptosis. We can there- 
fore readily understand why movable kidney is more common in 
women, whose abdomens have been distended and weakened by 
pregnancies, ovarian tumors, ascites, etc., or weakened by the 
artificial support of the corset, or by any debilitating disease or 
manner of life. 

I look with suspicion on falls and direct blows as a cause of 
nephroptosis, because a force sufficient to misplace the kidney 
would be certain to produce other more serious injuries. As long 
as the abdominal pressure is adequate, the kidneys. lie in their 
natural hollows, and only a slight demand is made on the renal 
fascia. When, however, the support of the anterior abdominal 
wall is weakened, as above mentioned, there results a slow giv- 
ing away of the renal fascia, the renal vessels lengthen, the 
peritoneum stretches, and the mobility of the kidney will increase 
pari passu. The general ptosis of the other abdominal organs so 
often seen in connection with movable kidneys, tends to sub- 
stantiate this proposition. We must admit that the above does 
not explain the cases of movable kidney seen in healthy chil- 
dren and strong adult men. It is possible that we do not appre- 
ciate some anatomical defect, and I am sure there are pathological 
causes of which we are entirely ignorant. 


PATHOLOGY. 


Gastric pain, intestinal indigestion and nervous disturbances 
are said to be caused by movable kidneys, but 80 per cent of cases 
at least have none of these symptoms, and the few that have, 
have also a markt ptosis of the other abdominal organs, which 
certainly offers a more plausible explanation of these symptoms. 
We may therefore look with suspicion upon the relation of the 
above conditions and movable kidney. 

Kidney-stone and pyelitis are no more common than in the 
normally situated kidneys. 

Hematuria in a movable kidney should suggest a careful ex- 
amination for tubercle or stone, rather than to assume that it is 
caused by the mobility. Twisting or bending of the ureters by 
the traction of a descended kidney may, we must admit, pro- 
duce a transitory hydronephrosis, and if inflammatory thickening 
at the bend takes place a permanent hydronephrosis may result. 

I have never seen an atrophied kidney that was movable. 

There is one very unusual condition to which I invite your 
particular attention. I have seen no mention of it in the litera- 
ture, but we have had four cases in the hospital. I allude to a 
loss of function without any noticeable anatomical change; that 
is to say, if the urine of the two kidneys, in such a case, be 
separated, a few drops only will flow from the side of the mova- 
ble kidney, whereas more than the normal quantity will be dis- 
charged from the unaffected side; in two cases absolutely no 
urine was obtained in an hour’s time. I cannot explain this 
phenomenon, especially as these kidneys resumed their function 
after suspension. I do not think it due to bending of the ureter 
because the dammed-up urine would have distended the kidney 
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and caused pain. The late Dr. Dunn examined this case very 
carefully with me, and could find no swelling, tenderness or other 
indication that there was any obstruction. A microscopic exam- 
ination of a piece of the kidney removed at the time the fixa- 
tion was made showed nothing abnormal. It would appear that we 
must look to an interference with the blood or nerve supply for 
an explanation. 


SYMPTOMS. 


From what has been said before it will be inferred that not 
much importance can be attacht to hematuria, or gastric, intes- 
tinal, and nervous symptoms as depending upon ptosis of the 
kidney. It must not be forgotten that 80 per cent at least of 
patients with movable kidney have no symptoms referable to the 
displacement. There are symptoms, however, which occur in a 
minority of patients, and are directly connected with the kidney 
and its dislocation. These are pain in the loins radiating towards 
the bladder, pain in the kidney itself with tenderness on pressure, 
distension from ureter obstruction, and suspension of function, 
if we admit the value of this latter symptom. 


DIAGNOSIS. 


As the vast majority of patients with movable kidney presents 
no symptoms, the only way to determine its existence is to exam- 
ine all patients for it as a matter of routine. In making the ex- 
amination, I prefer to have the patient sit on the edge of the 
table with the feet resting upon a support high enough to make 
the thighs horizontal, the hands resting on the knees and the 
body bent slightly forward and towards the side to be examined; 
but in some instances it can best be detected in the lateral prone 
position. The entire side must be examined—from ribs to brim 
of pelvis. 

A small ovarian cyst, an elongated gall-bladder, or a long pro- 
cess of the right lobe of the liver may each at first be taken for 
displaced kidney; but they do not slide into the normal position 
of the kidney. Indeed, to the practist hand the glide of a mova- 
ble kidney is almost unmistakable. 

To determine the functional activity of a single kidney one 
must use the segregator or the ureteral catheter. The former is 
easier for the patient, as well as the examiner, and gives better 
results. When, however, the bladder is distorted by tumors or 
drawn backward by a high attachment to a retrodisplaced uterus, 
or if there is extensive ulceration of the bladder, the ureteral 
catheter may be preferable. The good results to be obtained by 
the segregator are sometimes complicated by the appearance of 
albumen in the urine under its use, when not present immediately 
before, and when the microscope shows that there has been no 
traumatic bleeding. This I cannot explain. Dr. Harris, of Chi- 
cago, who devised the segregator, told me that he had never seen 
this, but I have found it on three or four occasions, and once 
my assistant made the same observation independently. This 
would not be of much importance as far as determining the func- 
tional activity, because the albumen is found in the urine from 
both branches of the segregator when both kidneys are acting, 
but it would naturally influence our judgment as to the advisa- 
bility of an anesthetic for nephrorrhaphy, if we did not know 
that this peculiar condition was sometimes present. When this 
condition is found, we may depend with entire safety on the 
absence of albumen in the urine just before segregation. 


TREATMENT. 


As the great majority of cases of movable kidney apparently 
possess no symptoms, and the probability of resulting harm is so 
remote, the only treatment required is an encouraging assurance 
of the patient. In other words, the movability, per se, does not 
need treatment. This statement will have to be mcdified if it is 
found at some future time that the mobility in itself tends to 
bring on pathological changes in the kidney which cannot as 
well be rectified when such changes come about. 

Movable kidneys, producing symptoms, should be fastened 
up in an easy position. The use of padded bandages is useless. 
This can easily be demonstrated by noting the pressure required 
to hold a kidney in place by the hands when the patient is in the 
upright position and makes even a slight muscular effort. 

There are several good methods for fastening the kidney. 
They need not be described here. However, two points should 
always be borne in mind: first, to leave the kidney in an easy 
position where force is not required to hold it; and, second, to 
bern the principal point of retentive hold at the lower pole of the 

ney. 


The question may be asked, Why interfere with a kidney if 
it has lost its function, and the other kidney is doing the work? 
The answer is that the kidneys are often suddenly called upon 
for a large amount of extra work. Notwithstanding that one kid- 
ney, after a nephrectomy, will do the work of both, it would 
seem that, when all of the natural kidney secreting surface can 
be made available, this should be done. 

I would suggest that in making a nephrorrhephy for loss of 
function in a movable kidney a ureteral catheter should be intro- 
duced beforehand, as it makes an excellent guide in case a flexion 
of the ureter has become permanent from inflammation, besides 
proving the patulousness of the ureter when normally open. 


EARLY AND RADICAL TREATMENT OF ISCHIO-RECTAL 
ABSCESS.* 


By J. M. Frankenburger, M. D., Kansas. City, Mo. 


Professor of Diseases of the Rectum, University Medical College; 
Proctologist to the St. Joseph Orphan Asylum; Member 
American Proctological Society, Etc. 


I will not, in this paper, enter into details regarding the dif- 
ferent classification of rectal abscesses, but will confine myself 
to the discussion of what is known as ischio-rectal abscess or 
abscess involving the ischio-rectal fossa. 

While ischio-rectal abscess is not the most common variety 
of abscess which occurs about the rectum, still its importance 
(from the fact that in mistreated cases the ultimate results are 
so disastrous to the future health and welfare of the patient) is 
of sufficient import to command our attention for a time, more 
especially as the literature concerning it in the text-books is very 
meager. 

Before discussing the treatment of this condition, it might 
be well to briefly review the anatomy of the ischio-rectal fossa 
and the surrounding structures. The ischio-rectal fossae are the 
pyramidal spaces situated between the tuber ischii and the rec- 
tum. They surround the lateral and posterior positions of the 
anus and rectum. Each fossa forms a wedge-shaped space, its 
base being directed downward, being covered by the integument 
and underlying fascia, its apex being formed by the juncture of 
the anal with the obturator fascia. Each space is bounded by 
the perineal fascia and transversus perinei muscle in front, the 
anus and rectum internally, the obturator fascia and obturator 
internus muscle and body of the ischium externally, the gluteus 
maximus muscle, pelvic fascia and coccyx posteriorly, and the 
levator ani muscle above. Posteriorly the fossae are connected 
by cellular tissue between the levator ani muscle and the ano- 
coccygeal ligament. The fossae are filled with fat and cellular 
tissue in which are found the blood vessels and nerves of the 
lower part of the rectum. The fat is divided into a great many 
compartments by a network of connective tissue. This is a point 
to be well remembered, for it explains why in operations upon 
abscesses in this region the surgeon often finds he has to deal 
with several abscesses instead of one large one. The deepest 
portion of the fossa lies next to the rectum. 


CAUSES. 


These abscesses are more frequently found in men than in 
women, the percentage being about five to one. They are very 
seldom found in children, but in the past year I operated in my 
clinic upon a child six years of age for an ischio-rectal abscess 
in which was found the gonococcus. The patient was at the 
same time under treatment for a gonorrheal conjunctivitis. 

The bacilli most commonly found in these abscesses are the 
bacilli coli communis, together with the streptococcus and sta- 
phylococcus. Others less common are the tubercle bacilli and the 
gonococcus. Their mode of entrance into the fossa is a matter 
of ‘great importance. The exposed position of the fossae, the 
fact that the fat which fills the fossae is but poorly nourisht on 
account of the poor blood-supply, and the unclean surroundings 
are factors in the causation of this trouble. Injuries to and 
around the buttocks, falls, etc., are often ascribed as causes, and 
in my experience it has often followed after a prolonged sitting 
on damp ground or cold or damp stones. But in the vast ma- 
jority of.cases the infection comes from some lesion of the rectal 
or anal canal. Ulceration of the rectum, operations on the rec- 
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tum of any nature, are apt to be followed by these abscesses, and 
especially are they prone to occur after the injection method of 
treating piles. 

The importance of tubercular infection in these cases, I 
think, is overrated. Too often is an operator who has had poor 
results following an operation, the bad results either due to an 
unskillful operation or lack of proper after-treatment, disposed to 
clear his skirts by diagnosing the case as “tubercular,” and dis- 
claiming any responsibility for the’ condition attained. In ema- 
ciated subjects, whose resistance is below par (such a condition 
as prevails in tubercular subjects), it would not be strange if 
there were a large percentage suffering from this complaint; 
yet the statistics show that less than 1 per cent of tubercular 
patients develop abscesses and fistulae. 


SYMPTOMS. 


The growth of these abscesses, after once being started, is 
remarkable. Quite often the patient will develop a chill, fol- 
lowed by fever, an accelerated pulse, and a feeling of discomfort 
around the rectum. In a short time this changes to a distinct 
throbbing pain, the fever, etc., continuing, and just about this 
stage of the trouble the patient presents himself or herself to the 
physician. 

As an inflammatory condition in the ischio-rectal fossa, once 
started, can never be aborted, but ultimately terminates in sup- 
puration, and as fistulae are always the outcome of an unhealed 
abscess, the importance of an early diagnosis, and naturally early 
treatment, is of great importance. In the early stage there may 
be no discoloration perceptible to the eye, but induration can be 
felt over the affected area very early. Later, fluctuation may be 
apparent, especially with one finger in the rectum, but this is a 
needless procedure, besides being very painful to the patient. 
There may be an opening thru the skin or internally thru the 
rectum, with a discharge of pus from the openings. The diagno- 
sis once made, and the diagnosis is very simple, the question of 
treatment is to be considered. 


TREATMENT. 


Too often after a hasty and careless examination the physi- 
cian prescribes a poultice or some antiphlogistic treatment, seem- 
ingly trying to delude himself with the fond hope that the abscess 
will in some mysterious manner disappear. The patient comes 
back later with fluctuation well pronounced; thé doctor makes 
a small opening in the abscess, which is followed by the escape 
of pus; the opening is washt out and the patient dismisst with 
the information that he will be all right in a few days. The in- 
evitable outcome of such a case is that he comes to the surgeon 
for an operation. The use of the poultice cannot be deprecated 
too strongly. It is a filthy, unhygienic thing, and when we re- 
member that under no circumstances when an inflammatory con- 
dition in this locality is once started can it be aborted, but that 
the outcome is sure to be suppuration, when we remember that 
all fistulae are caused by abscesses, and that by the burrowing 
of the pus the abscess may invade neighboring structures, and in 
a very short time produce conditions which may necessitate a 
severe operation with prolonged convalescence, then we can ap- 
preciate the folly of temporizing with these cases, knowing that 
they will go on from bad to worse; and at once should institute 
active measures looking .toward the relief and permanent cure 
of these patients. The time to operate is the time when the 
diagnosis is made. 


In some cases a general anesthetic is not needed, the opera- 
tion being Jone under local anesthesia. I employ a weak solu- 
tion of cocaine, injecting it along the entire line of the proposed 
incision. I prefer in rectal operations to use a large amount of a 
very weak solution of cocaine rather than a few drops of a strong 
solution. I make it a point to wait at least ten minutes after the 
injection of the anesthetic before making the incision, as I find 
that it takes at least that long for the complete anesthetic effect 
to be realized. I think that we are quite often too hasy about 
operating, not allowing the anesthetic time to become absorbed, 
and thus giving our patient needless pain. : 

Local anesthesia will apply in cases where dilatation of the 
destruction of tissue, a general anesthetic should be given. Mar- 
tin says that he has never seen a fistula or an abscess too exten- 
sphincter can be dispenst with, but in a severe case with great 
sive for the use of local anesthesia. He is certainly to be con- 
gratulated upon the very favorable cases which have come to him 
for treatment. In regard to operations performed under local an- 
esthesia produced by the hypodermic injection of distilled water, 


I do not think many operators will give it more than initial trial. 
In my hands it has not proved a success. 

Operation.—The incision should be made along the entire 
tract of the abscess, the external incision being wider than the 
widest portion of the abscess. It is not important whether the 
incision is parallel or at right angies with the fibers of the 
sphincter muscle. It should be thru the long axis of the abscess, 
and extending into the sound tissue a short distance at either 
end. In case this does not insure sufficient drainage, and to 
prevent the early closure of the outer incision, another shorter 
incision may be made at right angles to the first one and about 
midway of and connecting with it. This forms a T-shaped open- 
ing, which will in some cases simplify the after-treatment. 


After the abscess is opened, all the necrotic tissue should 
be broken down with the finger and the cavity well washt out. 
Special attention should be given to this part of the operation, 
for in case all the compartments affected are not broken down 
and made a part of the general abscess, the operation will have 
to be repeated in a few days. The cavity must be packt with 
iodoform gauze to stop any hemorrhage which may occur, but 
the packing should be left in. only for a few hours. It should 
then be removed and the abscess irrigated daily with an anti- 
septic solution until well. I prefer to irrigate with a hot satur- 
ated solution of boric acid. I do not use formaldehyde for irri- 
gations, as I find that even in a very mild solution it hardens the 
tissues and the healing does not progress so rapidly as it does 
when the boric acid solution is employed. 

In case both fossae are affected, the infection extending 
from one fossa to the other thru the posterior commissure, it is 
not a wise procedure to make an incision around the entire anus. 
This would ultimately result in retraction of the anus, leaving a 
deep depression between the buttocks which is very difficult to 
be kept clean. To obviate this, an incision should be made in 
each fossa to the side of the rectum, and another incision in the 
posterior commissure back of the anus. Drainage should then be 
establisht between the two lateral incisions and the posterior in- 
cision, either by strips of gauze or small drainage tubes. This 
will prevent retraction of the anus. 

The sphincter should be dilated at the time of operation, but 
always after the evacuation of the abscess. If the abscess is 
pressing upon the thin rectal wall, dilatation before the pus is 
evacuated might rupture the rectal wall and form an internal 
fistula, or it might force the pus out into uninfected tissue, and 
create further trouble. 

In the after-treatment of these cases, special attention should 
be given them to insure that the outer edge of the incision does 
not heal until the cavity is entirely filled with healthy granula- 
tion-tissue, as in that case the results will be imperfect. 


CONCLUSIONS. 


In conclusion I would like to emphasize the following points: 

(a) When the patient presents himself an examination 
should be made; as soon as the diagnosis of abscess is made, 
whether there be fluctuation or not, an immediate operation is 
necessary. 

(b) The line of incision should extend along the long axis 
of the abscess and a little beyond it. 

(c) The patient should never be dismisst or lost sight of un- 
til the cure is complete. 


AN OPERATION FOR ENTROPION OF THE LOWER EYELID. 


By James Moores Ball, M. D., St. Louis, Mo. 


Professor of Ophthalmology in the St. Louis College of Physicians 
and Surgeons. 


Altho there are several efficient operations for entropion of 
the upper eyelid, surgical measures heretofore advanced for the 
relief of a similar condition of the lower lid have often proved 
unsatisfactory. The writer has devised and practist an operation 
which is comparatively simple, is efficient for the relief of trichia- 
sis and of organic entropion of the lower eyelid, and does not re- 
quire excision of any tissue. The procedure consists of three 
steps: 

1. Incision of the conjunctiva and tarsal plate; 

2. Exposure of the lower margin of the tarsal plate; and 

3. The placing of the sutures. 

1. The writer’s modification of Desmarres’ pince anneau 
(Fig. 1) is applied, the base plate being in contact with the skin 
of the lid. An incision parallel with the lid margin is made at a 
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distance of two mm. from the margin. It extends from a point 
one or two mm. external to the lower punctum lacrymale to a 


Fig. 1. Modification of Desmarre’s pince anneau. 


point one or two mm. from the external canthus. In suitable 
cases this cut may be of less extent. The incision is made with 


Fic. 2. Position of the first incision. 


a cataract knife or with a small scalpel and includes the con- 
junctiva and entire depth of the tarsus. (Fig. 2.) The cut is 


FIG. 3. Position of the first incision, 


made obliquely, from behind downward and forward. (Fig. 3.) 
2. The lid clamp is now releast and is reverst, i. e., the base 


Fic. 4. Position of the second incision. Retractors (not shown in the 
illustration) are used to separate the lips of the wound. 


plate is applied to the conjunctival surface. An incision is made 
along the whole extent of the lower margin of the tarsal plate. 
(Fig. 4.) The lower border of the tarsus is then exposed by dis- 
section and by retraction of the tissues. (Fig. 5 shows the posi- 
tion of the two incisions.) 


Fic. 5. Position of the first (a) and of the 
second (b) incisions. 


8. Three or four silk (English black, No. 1), sutures are then 
passt. The success of the operation depends upon proper sutur- 
ing. The needle is entered from the conjunctival surface of the 
first wound and is passt obliquely from behind upward and for- 
ward. (Fig. 6.) During this step the upper part of the lid should 


Fic. 6. Showing the method of suturing. 


be held firmly with ordinary fixation forceps. The needle is then 
made to take a bite in the lower margin of the tarsus and, lastly, 
it is passt thru the lower lip of the cutaneous wound. The su- 
tures are then tied. The effect of tying them is to produce a re- 
versement of the upper segment of the lid, the cilia being directed 
forward or even forward and downward. The gaping wound in 
the tarsus heals by granulation. The sutures are removed at the 
end of one week. 


LARGE FIBRO-SARCOMA CURED BY ROENTGEN 
RADIATION.* 


By Clarence Edward Skinner, M. D., LL. D., New Haven, Conn. 
Physician in charge of the Newhope Private Sanitarium. 


A large proportion of our colleagues are still skeptical as to 
whether such power is actually inherent in the x-ray as to be 
utilizable for the attainment of practical curative results in 
deeply located malignant processes, and we are obliged to admit 
that with regard to this particular class of cases, there is much 
to justify skepticism; the failures are much more numerous than 
the successes; occasionally, however, a case is encountered in 
which efforts of profound significance are observed, as regards 
both rationale of action and the demonstration of its curative 
power, as in the following: 

The patient was brought to me in January, 1902, from the 
Memorial Hospital of New York City, where she had been for 
some months under the care of Dr. W. B. Coley, whose descrip- 
tion of the case up to that time was: “M. J. H——, female, aged 
34 years, referred to me by Dr. Maurice H. Richardson, of Bos- 
ton, on April 19, 1901. The patient had a well-markt family his- 
tory of malignant disease. She had been operated upon three 
years before for what was regarded as a fibroid tumor of the 
uterus; tubes and ovaries also were removed. No microscopical 
examination was made. Two months ago she had first noticed a 
hard tumor in the lower part of the abdominal wall in the region 
of the cicatrix. There was no pain, no discomfort, but rapid in- 


*Abstract of paper read before the International Electrical 
Congress, St. Louis. 
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crease in size. When the patient came under my care, physical 
examination showed a tumor, the size of a cocoanut, in the lower 
part of the abdomen, filling up the entire iliac fossa, extending 
nearly to the umbilicus, and two inches beyond the median line 
to the left. The tumor was very firmly fixt and seemed to in. 
volve the abdominal wall. An incision was made under cocaine 
and a portion of the growth, which infiltrated all the muscles of 
the abdominal wall, was removed for microscopical examination, 
which showed it to be fibro-sarcoma. The erysipelas toxins were 
used for ten months. During the first two months the growth 
decreast more than half in size, and for a long time thereafter, 
while there was no decrease, there was no distinct growth. Later 
on the influence of the toxins seemed to have become lost, and 
there was a slow but gradual increase in size. In January, 1902, 
the tumor was growing rapidly, and at this time the abdomen 
had the appearance of that of a woman seven months pregnant.” 

Three points are establisht by Dr. Coley’s description. First, 
that a large, deeply located abdominal tumor was present, which 
was inoperable and malignant in the opinions of two of the ablest 
surgeons in the United States; second, that these opinions as to 
malignancy were confirmed by microscopical examination of ex- 
cised portions of the tumor; third, that in spite of thoroly ap- 
plied treatment along approved lines, the tumor was rapidly 
growing and entirely beyond control. 

The measurements of the tumor when I began to apply the 
x-rays in January, 1902, were 10 inches from side to side, at the 
level of the anterior superior spines of the ilia, 8 incLes vertically 
in the median line, and about 5 inches antero-posteriorly in the 
median line. Estimation of the last mentioned diameter is based, 
in addition to the gross appearances, upon observations made by 
Dr. Coley when the last excision for microscopical examination 
was done in December, 1901, the incision having been carried 
down to the peritoneum in the median line. I was assisted in 
the determination of the other two by Dr. C. A. Bevan, of West 
Haven, who brought the case to me and who has watcht it most 
carefully thruout. The anterior surface of the mass was evenly 
convex, somewhat more prominent:on the right side than on the 
left, of a stony hardness thruout, firmly adherent to the overlying 
skin and firmly adherent to the os pubis. The patient weighed 
128 pounds, was rapidly losing flesh, markedly cachectic, and so 
weak that the ascent of a flight of half a dozen stairs was an 
Herculean task; she complained of sensations of pressure in the 
abdomen, and disturbance of the intestinal and bladder functions 
was present. In a word the general condition was bad and grow- 
ing rapidly worse. Pain had never been present. 

The x-ray applications were begun January 28, 1902, and 
were all administered by means of a Truax improved tube giving 
rays of high penetration and backing up a spark of from four to 
six inches, excited by a Morton-Wimshurst-Holtz influence ma- 
chine having twelve 32-inch revolving plates, for the first seven 
months, and by a machine of the same type having sixteen revol- 
ving plates 32 inches in diameter for the rest of the time. The 
anode was placed nine inches from the patient’s skin and the 
duration of the application was fifteen minutes; the tube was 
focused upon the middle of the anterior surface of the tumor at 
one seance, upon one side at the next, upon the other side at the 
next, treating these different areas successively. That the rays 
penetrated clear thru the growth was demonstrable by the fluoro- 
scope when the treatments were applied to the sides of the tumor, 
the rays being visible in considerable volume upon the opposite 
side. One layer of thin toweling only was interposed between the 
source of the rays and the patient’s skin, and the face, chest and 
thighs below the level of the pubis were shielded by the tinfoil 
gauge No. 22. 

During the first two weeks she received six treatments. At 
this time an area five inches in diameter on the anterior median 
surface of the growth had softened very noticeably to the depth 
apparently of about.an inch, the skin had become freely movable 
over this area, the patient’s general condition had markedly im- 
proved, and the impairment of intestinal and bladder functions 
had decreast to a very considerable extent. The sensations of 
pressure in the abdomen, of which the patient had complained 
bitterly before treatment, had nearly disappeared, she felt greatly 
improved generally, and had gained three pounds in weight. She 
received forty-six applications up to June 5, when the tumor 
seemed to be larger and there was evidently some sepsis; so on 
June 7 I sent ner to her home in Massachusetts for a ten days’ 
vacation. When she returned a markt change had taken place. 
All traces of the toxemia had disappeared, she walkt with the 
sprightly step of health, there was a good color in her face, and 
she reported herself as feeling better than for many months. The 
most striking change, however, was in the tumor; it seemed to 
have decreast in size about 20 per cent, and the patient had 


found it necessary to shorten her waist bands and the fronts of 
her skirts to keep them from dragging on the ground. We re- 
sumed the treatment with new courage and considerable hope. 

From June 17 to September 3, 1902, a period of 78 days, she 
received 31 radiations, an average of one every 2% days. Her 
general health continued good, her strength steadily increast, and 
the tumor slowly but steadily lessened in size. During the latter 
part of August she began teaching, returning to the sanitarium 
every week or two for further treatment. 

This line of management was followed out until April 25, 
1903, a period of 234 days, during which she received 46 radiations 
or an average of practically one every 5 days. On several occa- 
sions during this period when she was able to stay but a day, she 
received two treatments in twenty-four hours. Slight erythema 
was induced several times which always subsided kindly before 
the time of her next visit; the skin and subcutaneous tissues had 
assumed a brawny, leathery consistence, and slight evidences of 
toxemia of two or three days’ duration, but not severe enough to 
interfere with her daily duties, had appeared three or four times; 
the tumor continued to decrease in size, the process of diminu- 
tion being particularly rapid for several days following each toxe- 
mic attack. 

From April 25 to August 29, 1903, a period of 127 days, she 
received 8 treatments, an average of one every 15.8 days. Fol- 
lowing the application on April 25, she suffered for six days from 
a sharp attack of toxemia accompanied by slight soreness of the 
growth, which was followed by a very markt lessening in size. 
Her weight at that time (August 29, 1903) was 139 pounds, and 
the tumor was no longer noticeable when she was clothed. 

From September, 1903, until May 20, 1904, a period of 185 
days, 5 radiations were given, being an average of one every 37 
days. The patient’s weight increast to 147 pounds, and the tumor 
entirely disappeared! She was examined by Dr. G. N. P. Mead of 
Winchester, Mass., at that time, and by Drs. Bevan and Coley in 
July, all of whom had had the patient under observc.tion not only 
while she was under my care, but for long periods previously, and 
all otf them confirmed the result of my own examination as re- 
garded the entire disappearance of the growth. A spindle-celled 
sarcoma, 10 inches in the horizontal from side to side, 8 inches in 
the vertical, and 5 inches in the antero-posterior diameters, which 
was inoperable, had resisted every measure applied for its re- 
lief, and was rapidly developing lethal symptoms in the person 
of its victim, was entirely removed and the patient restored to a 
condition of unimpaired usefulness and apparently perfect health, 
by 136 applications of x-rays of high penetration from a tube ex- 
cited by a static machine, the treatment having extended over a 
period of 849 days, being an average of one application every 6.2 
days. 


TREATMENT OF SUPPURATIVE APPENDICITIS.* 


By Ernest La Place, M. D., LL. D., Philadelphia, Pa. 
Professor of Surgery in the Medico-Chirurgical College. 


Altho the technic of operations for appendicitis has been 
greatly improved, we have not yet reacht perfection in our man- 
agement of cases attended with acute suppuration; and just as 
long as doctors are slow in making a diagnosis of appendicitis and 
patients insist upon delay after the disease is certainly recog- 
nized, there will be cases which will go on to abscess-formation 
—and many patients will die in spite of our best efforts. 

Whenever a patient dies of appendicitis, I am sure there were 
three distinct conditions present in the course of the disease. 

1. An inflammation of the appendix proper. 

2. A spreading and sometimes generalized peritonitis. 

8. Septicemia or toxemia. 

When the operation is performed in the “appendicitis stage” 
of the disease, the mortality should be practically nil. Unfortu- 
nately, peritonitis and septicemia are the two stages of appen- 
dicitis in which operation is permitted to be done, and sometimes 
with such signal failure. 

It is this phase of the question we wish to consider here: 
What is best to be done when an abscess has formed? The peri- 
tonitis and accompanying abscess may be due to— 

‘1. Tubercular disease; 

2. Saprophytic infection; 

8. Staphyllococcic or streptococcic infection. 

1. The simplest form to treat is the tuberculous—rare. In 


*Abstract of paper read before the Pennsylvania State Medi- 
cal Society. 


ye 

th 

su 

ch 

pI 

is 

pe 

in 

“ 

be 

| 

al 

el 

coke A 

tl 

bi 

bs 

tc 

is 

z | R 

| h 

Cl 

> 

} t 

a 

a 

a 

i 

t 

t 

a 

f 

. 

| 

| 

| 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. — 95 


these cases the localized irritation of the appendix has made it a 
suited soil for tuberculosis. A “cold abscess” develops—with its 
chronic phase and thick pyogenic membrane—a cold abscess with- 
in the peritoneal cavity, which from the dense adhesions has no 
probability of rupturing, and whose direction of least resistance 
is oftenest toward the abdominal wall. This is the “chronic ap- 
pendicitis” with little or no fever, only obscure pains in the right 
inguinal region, giving rise in time to a tumor which is at first 
very hard and softens as it approaches the surface. Little is to 
be feared from this condition. It is a miniature picture of tu- 
bercular peritonitis. In tubercular peritonitis, sometimes the 
whole abdominal cavity is transformed into a vast cold abscess, 
and the wonder is how little absorption of toxins takes place, and 
how the patient still lives with quarts of pus within the periton- 
eum. Here the treatment is simply that of a tubercular abscess. 
An incision liberates the pus. A blunt curet scrapes the sides of 
the abscess. The appendix probably is incorporated in the solid 
boundary of the pyogenic membrane, the adhesions formed are 


' permanent and fibrous. Nothing is left but to treat the condition 


on the same principles as other tuberculous processes, that is, 
to force the healing by promoting granulation from below. This 
is accomplisht best by means of packing with iodoform gauze. 
Recurrence does not take place because the tubercle bacillus ab- 
hors fibrous tissue forming about it. The fibrosis is the substi- 
tute which nature provides, and successfully exterminates tuber- 
culosis. 

2. The saprophytic abscess is much more complicated. Gan- 
grene is its cause. The germs of putrefaction (ever present in 
an impotent state within us) have been afforded an opportunity 
to develop, over a small or greater area of the appendix. A cut- 
off circulation (from constricting bands, swelling and pressure 
against a fecal concretion within) is the cause which so alters 
the tissue of the appendix as to remove from it all vital resist- 
ance and allow putrefactive germs to develop, as in the body 
after death. This form of gangrene, foul tho it be, takes some 
time to develop. It is not a sudden or fulminating process, nor is 
it slow and chronic as the tubercular form. I dare not apply the 
name of “sub-acute” to it, for the cause, namely the fecal concre- 
tion, may have existed on the spot for a long time. The irrita- 
tion in the neighborhood is in the majority of cases sufficiently 
great for adhesions to have formed, but not nearly as dense as in 
the tubercular form. The tip of the appendix, its base or its 
middle portion may partake in the abscess-formation—offering 
the particular spot which is undergoing gangrene as a part of the 
abscess-wall. The rest of the abscess-wall is formed by adhe- 
sions of knuckles of intestines in the immediate neighborhood. 
The appendix may be buried anywhere in this mass, or may lie 
free in an abscess-cavity—the initial saprophytic infection hav- 
ing given way to the staphylococcus and the bacillus coli com- 
munis—pus-producing germs. Here temperature and pulse are 
wholly unreliable as an index. of what is going on inside: the 
mixt infection may make the process either slow or rapid. To 
ascertain absolutely whether or not the general peritoneum is 
infected or only irritated; whether irrigation should be instituted 
or not; whether drainage should be establisht or not; whether 
the abscess-cavity should be packt or not;—all these, and other 
problems confront the surgeon and must be answered, and at 
once. It may be said positively that the tendency to form adhe- 
sions is a favorable indication—red, angry, distended, non-adher- 
ent intestines mean general peritoneal infection and death from 
acute sepsis; in such cases there is a large amount of turbid 
serum present, even tho the inflamed area be limited to the 
knuckles of gut in contact with the abscess-cavity. In these 
cases (denoted as “abscess with surrounding irritation’) the pro- 
cedure is as follows: 

Isolate the abscess-area, before opening the abscess, by sur- 
rounding it with large gauze pads, and thus protect the rest of the 
abdominal region from possible contamination. Seek the appen- 
dix, extricate it from its adhesions; remove the pus by sponging; 
amputate the appendix; scrape the abscess cavity gently with 
gauze; clean it further with hydrogen peroxide. Next pack with 
iodoform gauze. The original isolating pads must be removed, 
fresh ones substituted and the wound left open to granulate. A 
large amount of gauze is placed on the surface for absorption of 
drainage. This surface dressing should be changed every six 
hours during the first forty-eight hours. Under no circumstances 
should the packing be disturbed inside of forty-eight hours, as it 
would destroy the adhesions which are to save the patient’s life. 
After 48 hours the packing may be gently removed. The subse- 
quent treatment consists of cleaning and gently packing the 
abscess-cavity, allowing it to granulate from the bottom. 


3. But this treatment fails when there is an extensive peri- 
tonitis with semi-purulent fluid free in the general cavity—un- 


der it the disseminating peritonitis continues its course to a fatal 
termination. Whether the general infection of the peritoneum be 
due to staphyllococcus, bacillus coli communis or streptococcus, 
the treatment is the same—the disease now to be treated, is no 
longer appendicitis. The problem is that of destroying the living 
germs which have invaded the whole surface of the peritoneum, 
using the serum of this membrane as their culture food. Would 
that we could proceed scientifically by using an antitoxin to com- 
bat each organism present! Since this is not today within our 
reach, we must resort to local measures, based upon empiricism. 
Here nothing short of complete eventration with careful irrigation 
of the whole abdominal cavity will suffice. Irrigation must be 
prolonged, to the greatest extent endurable by the vital condition 
of the patient. The normal saline solution is the preferable irri- 
gation fluid, at a temperature of 102° F. In aggravated cases, I 
have continued the irrigations after the patient has been returned 
to bed. With a large trocar, an opening is made thru the abdom- 
inal cavity in the right and left hypochondriac regions. A large 
rubber tube about six inches long is passt thru these openings. 
When the abdomen is sutured, a similar rubber tube is placed at 
the superior and inferior extremities of the wound—making four 
tubes penetrating the abdominal cavity. The irrigating apparatus 
containing saline solution, is connected with each of these rubber 
tubes in turn. By this means, a thoro irrigation may be resorted 
to at intervals during the first forty-eight hours. 

This mode of continuous irrigation offers, I believe, the most 
prospect of checking by local means a general infection of the 
peritoneum. It certainly is more in keeping with our methods 
for checking a spreading infection elsewhere, than are the vari- 
ous other means proposed for the treatment of general peritonitis.’ 
Should the system not already be in a condition of toxemia, there 


is still a fair chance for the irrigation treatment to check the. 


peritonitis. 

Should, however, toxemia exist (it is a separate disease as it 
were), added to the appendicitis and peritonitis, it demands treat- 
ment specially directed to it. This fact is not sufficiently recog- 
nized. Our efforts have often been limited to combatting the 
general peritonitis, not realizing that it were possible for death 
to result from a toxemia (acute sepsis) even tho the peritonitis 
be cured. This is illustrated well in tetanus, which tho a local 
disease at first, subsequently becomes constitutional; we may re- 
sort to amputation of the infected limb, but this does not check 
the fatal course of the infection beyond. So, with peritonitis, if 
toxemia exist, the peritonitis may improve under treatment, but 
the patient die of toxemia. The result will depend entirely on 
the reaction of the tissues to the toxins of the invading organ- 
isms. Saline hypodermoclysis has been used with perhaps better 
results than other remedies. One to 5,000 solution of formalin 
has been used, but no definite results yet obtained. Practically, 
we are here limited to tonics and stimulants—a poor substitute, 
indeed, for a direct antitoxin. In my experience, these cases are 
beyond recovery. 

In all my operative cases, rectal alimentation is resorted to 
exclusively during the first seventy-two hours. Saline purgatives 
are administered after the first twenty-four hours. 

In conclusion, I wish to say: The surgical treatment of ap- 
pendicitis proper, is almost ideally perfect and free from danger. 
Let us labor to impress this fact upon the profession at large and 
the laity. Let us teach and practice so that no case ever goes 
beyond the stage of pure appendicitis, and insist that at Ieast no 
medical man be excused for letting that precious stage pass by. 


Prostatic Hypertrophy. 

The indications for operation for hypertrophy of the prostate 
are—according to Syms: Frequent urination, continued and se- 
vere pain, cystitis, hemorrhage, catheter-life, stone, residual urine 
to an extreme, and dilated or contracted bladder. The Bottini 
operation and extirpation of the prostate by the suprapubic route 
he condemns without qualification. He recommends the follow- 
ing procedure: Place the patient in an exaggerated lithotomy 
position. Make a straight median incision down to and thru the 
membranous urethra, a lithotomy staff serving as a guide; intro- 
duce a grooved director into the bladder and then remove the 
staff; next introduce one finger into the bladder and stretch the 
prostatic urethra; then introduce into the bladder, collapst, the 
author’s prostatic tractor and inflate it; make tension on the 
tractor so as to pull the prostate well into the perineal wound; 
incise the capsule of the prostate and enucleate the gland with 
the index finger. This operation takes about one-half hour only, 
and the patient is able to be out of bed in from one.to five days. 
Syms is of the opinion that this procedure places prostatectomy 
almost in the domain of minor surgery, altho his own mortality 
is 6 per cent. 
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EDITORIAL NOTES. 


An “Old Code” Society. 


Over in Covington, Kentucky, there has been organized a 
medical society in opposition to the American Medical Associa- 
tion; local, as yet, but hopeful of national growth. The dis- 
tinctive characteristic of the new society is the retention of the 
“old Code of Ethics” as the basis of work. Dr. J. R. Allen, of 
Covington, explaining the reason for its organization, says (Cin- 
cinnati Lancet-Clinic) that its members feel that the American 
Medical Association has sacrificed its traditions and stultified its 
teachings merely to advance the interests of specialists. Con- 
tinuing, he says: “We believe the overwhelming flood of fads, 
sciences (?), religions, etc., will not be stemmed, but rather 
swelled by the opposition of organized registered (or legal) phy- 
sicians having a community of interest on this point; and that 
the gigantic fortunes built on secret and injurious nostrums, aid- 
ed by a purchasable lay and religious press, will not be lessened, 
but rather increast, by attempts at legal restraint dictated by an 
American Medical Association based on community of interest. 
We believe that. the old position of the regular profession on 
these questions was entitled to respect and really commanded 
more respect from the thinking public than the present position 
can. Formerly, we were at least consistent; now we lose our 
right to respect ourselves. We advise the formation of old code 
societies all over the country, to be made up of men—ethical and 
honorable, without fear and without reproach—who will teach by 
example and practice the spirit of the old code and the Hippo- 
cratic oath, and hold the regular profession above commercialism 
and out of politics.” These Kentuckians believe that many 
among the quiet, conscientious men who are dutifully struggling 
along in the “only” medical profession, feel the greatness of their 
calling and respect themselves, and regretfully feel that they 
must, if they accept the present organization, stifle sentiment, 
forfeit self-respect, and class themselves with sectarians and ir- 
regulars, because of a “community of interest;” because legisla- 
tors have determined that these are also legally qualified to prac. 
tise medicine; and because the “leaders” of the American Medi- 
cal Association have decided that “reorganization” must go on, 
regardless of the wishes of the greater body of “stay-at-homes” 
who are just as honorable as the “bosses” of the House of Dele- 
gates. Perhaps things are not quite as bad as Dr. Allen would 
have us believe when he declares: “Without doubt the present 
condition is rotten, and we are askt to join an organization of 
all legally registered practitioners in order to present a solid front 
for political influence with only the disgraceful excuse of a com- 
mon interest; better let us stay where our fathers in medicine 
put us, and retain our self-respect,” but there are many thousands 
of doctors who firmly believe that the present plan of the Ameri- 
can Medical Association is entirely wrong—too undemocratic to 
prove lasting ‘n the United States. 


Medical “Declaration of Rights.” 

The “old code” society of Covington has made the following 
declaration: “The subscribed regular physicians agree to form 
an old code medical association. We agree to abide by and re- 
affirm the code of ethics as adopted by the American Medical As- 
sociation in 1847, unamended and unrevised, and we agree to be 


guided by this code and the Hippocratic oath in our daily con. 
duct. We believe the regular profession has a proud and honora- 
ble heritage which we shall endeavor to preserve in its purity and 
dignity, and we believe that no other than the regular profession 
has such a heritage. We cannot accept (nor do we believe any 
conscientious regular physician not blinded by the almighty dol- 
lar can accept) membership in a county, state or national associa- 
tion which compels us to throw away this heritage, to forget 
our teachings, and to associate on equal terms with whomsoever 
our legislatures may determine to be legally qualified to practise 
medicine in our state. We believe the action of the American 
Medical Association in allowing the affiliation of all legally qual- 
ified physicians was prompted by the commercialism of special- 
ists, and is the direct result of their greed; that it was done 
to enlarge the consultation field; that it is a step toward mak- 
ing a trade of what we have fondly lookt upon as a profession; 
that it is a ‘concession of honor,’ a confession that the regular 
profession has been wrong for over half a century; that it is the 
sale of a birthright for a mess of pottage. We believe that spe- 
cialists began this degradation ‘in the new code movement of 
1882, and that it has culminated in the humilitating position that 
the regular profession is now placed, the present organization 
compelling the fellowship of all legally qualified physicians, with 
membership in the American Medical Association used as.a 
means of compulsion, as a whip. It shall be the object of this old 
code association to uphold the old and honorable position of the 
regular profession, to preserve its traditions, and to resist all at- 
tempts to lower it to the level of a trade. Remembering that all 
advance in medical science has come from the regular profession, 
we shall endeavor in all possible ways to raise the standing of 
the profession in education and in morals. We shall adhere to 
the teaching of the code, confining our consultation work to our 
fellow-members, not recognizing sectarians except as humanity 
requires. The membership of this association shall be restricted 
to regular graduates, honorably engaged in practice who wish 
to adhere to the ‘old code,’ and the ‘Hippocratic’ oath as the 
guides of conduct.” And the funny side of the story—good to 
laugh at in these days of holly and good cheer—is that if these 
men were to try to get into the American Medical Association 
they would not be admitted! A strictly ‘“old-code’” man of un- 
questioned honor rejected because he belongs to a society which 
will not admit Homeopaths and Eclectics!! Yet, in New York 
the “new code society” (the old, reliable New York State Medi- 
cal Society) is “black list,” and the “old code society” (the New 
York State Medical Association) is the only one entitled to send 
delegates and members to the A. M. A. It’s “hot stuff” when you 
come to think of it. 


Foolishness of Expert Testimony. 


The other day I had to listen to a lot of “bosh” given to a 
jury by an ignorant doctor; and the jury didn’t know but what 
he knew as much as the learned professor who opposed him— 
both used so many big words that the jurymen were simply con- 
fused—and the criminal escaped. It reminded me of “Mr. 
Dooley’s” description of the Lutgert trial: “They got Lootgert 
into coort an’ stood him up befure a gang iv young rayporthers 
an’ th’ likes iv them to make pitchers iv him. Thin they summon 
a jury composed iv poor, tired, sleepy expressmen an’ tailors an’ 
clerks. Thin they call in a profissor from a college. ‘Profissor,’ 
says th’ lawyer f’r the state, ‘I put it to ye if a wooden vat three 
hundherd an’ sixty feet long, twenty-eight feet deep an’ sivinty- 
five feet wide, an’ if three hundred pounds iv caustic soda boiled, 
an’ if the leg of a guinea pig, an’ ye said yesterday about bicar- 
bonate iv soda, an’ if it washes up an’ washes over, an’ th’ slimy, 
slippery stuff, an’ if a false tooth or a lock iv hair or a jawbone 
or a goluf ball across th’ cellar eleven feet nine inches—that is, 
two inches this way an’ five gallons that?’ ‘I agree with ye en- 
tirely,’ says th’ profissor. ‘I made lab’ratory experiments in an 
ir’n basin, with bichloride iv gool, which I will call soup-stock, 
an’ coal tar, which I will call ir’n filings. I mixt th’ two over @ 
hot fire, an’ left in a cool place to harden. I thin packt it in ice, 
which I will call glue, 4n’ rock-salt, which I ‘will call fried eggs, 
an’ obtained a dark, queer solution that is a cure f’r freckles, 
which I will call antimony or doughnuts or anything I dam 
please.’ ‘But,’ says th’ lawyer f’r th’ state, ‘measurin’ th’ vat with 
gas—an’ I lave it to ye whether this is not th’ on’y fair test—an 
supposin’ that two feet acrost is equel to tin feet sideways, an 
supposin’ that a thick green an’ hard substance, an’ I dare say it 
wud; an’ supposin’ you may, takin’ into account th’ measure- 
mints—twelve be eight—th’ vat bein’ wound with twine six inches 
fr’m th’ handle an’ a rub iv th’ green, thin ar-re not human teeth 
often found in counthry sausage?’ ‘In th’ winter,’ says th’ pro- 
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fissor. ‘But th’ sisymoid bone is sometimes seen in th’ fut, some- 
times worn as a watch-charm. I took two sisymoid bones, which 
I will call poker chips, an’ shook thim together in a cylinder, 
which I will call Fido, poored in’ a can iv milk, which I will call 
gum-arabie, took two pounds iv rough-on-rats, which I rayfuse to 
call; but th’ raysult is just th’ same.’ ‘Question be th’ Coort: 
‘Different?’ Answer: ‘Yis.’ Th’ Coort: ‘Th’ same.’ Be Misther 
McEwan: ‘Whose bones?’ Answer: ‘Yis.’ Be Misther Vin- 
cent: ‘Will ye go to th’ divvle?’ Answer: ‘It dissolves th’ hair.’ 
Now, what I want to know is what has that collection iv pure- 
minded pathriots to larn fr’m this here polite discussion, where 
no wan is so crool as to ask what anny wan else means? Thank 
th’ Lord, whin th’ case is all over th’ jury’ll pitch th’ testimony 
out iv th’ window an’ consider three questions: ‘Did Lootgert 
look as tho he’d kill his wife? Did his wife look as tho she ought 
to be kilt? Isn’t it time we wint to supper?’” And so far as 
much of the “expert evidence” is concerned, it is about as valua- 
ble as that described by my friend Mr. Peter Dunne. There is 
only one rule the doctor should have in testifying: Be plain, 
be brief and insist upon telling all the truth, regardless of the 
objections of the lawyers. 


Cure of Chronic Invalidism. 


Somewhat in line with my editorial anent neglected cases in 
the November Journal is a stirring appeal by Dr. J. H. Cleaver, of 
Council Bluffs, Ia., in Medical Herald. He pleads earnestly for 
the home treatment of chronic invalids who are so often thrown 
into sanitariums or into the hands of quacks. His advice as to 
the handling of such patients is excellent, as he fully recognizes 
the psychic element in most of these cases, and the value of sug: 
gestion. He says: “If the practice of medicine were a science 
(like mathematics), physicians would fare better with their pa- 
tients, and meet with little interference from the outside. But, 
as things exist, so many influencing factors are at work that the 
successful physician, generally speaking, must be so constituted 
that at almost any business he applies himself to, every faculty 
must be brought into use. Tact, patience, perseverance, ingenu- 
ity, and a plausible sincerity and honesty must be with it all.” 
He calls especial attention to the fact that physicians study the 
phenomena of diseased minds without any degree of familiarity 
with the normal mind and its little-understood functions, such as 
clairvoyance, hypnotism, suggestion, etc. He describes the ef- 
fects of mental activity upon the secretions and excretions of the 
body, and shows what a wonderful number of adjuvants, in the 
way of drugs and physical measures, can be employed for the 
purpose of affecting the mind of the patient. It is only when the 
author comes to speak of hypnotism that he gets “balled up.” 
He gives Mesmer and Charcot equal credit with Liebault for 
scientific work in investigating the laws of mental therapy, ac- 
cepts Hudson’s recent delusional propositions as proven truths, 
and ends by the false assertion that the use of hypnotism makes 
slaves of patients, robs them of their self-control and their per- 
sonal responsibility. If Hudson and Parkyn have establisht any 
proposition, it was the harmlessness of so-called hypnotism. The 
fact is “hypnotism” is pure “suggestion” and “clairvoyance” 
merely autosuggestion—or humbug; but the field of true “sug- 
gestive therapeutics” is a broad one and one which should be 
carefully cultivated by every gynecologist. 


A New York Neurologist and “Commissions.” 
The other day I heard a good story on one of the most promi- 
net neurologists of New York City. A young doctor of the mid- 


_West, by good luck, secured a most wealthy brewer as a patron, 


locomotor ataxia being the diagnosis. Mr. Millionaire desired 
New York “counsel,” and was accompanied by the young doctor. 
From the Waldorf-Astoria the young man went to the offices of 
the Great Neurologist; and after explaining the nature of the 
case, said: “Now doctor, this patient is my patient, and, as you 
know, I can treat him just as well for this disease as you can, and 
he is willing for me to do so; but he wants to remain here for 
some weeks and have you see him with me two or three times a 
week. Now this is not a matter of a few dollars—it is a matter 
of thousands; he will pay $6,000 for six months’ treatment, glad- 
ly. Shall we treat the case together and divide the fee, $4,000 
for you and $2,000 for me?” The great neurologist said—in the 
Presence of his assistant: “You are the most audacious man I 
have ever seen; get out of my office!” A few hours later there 
came a note to the hotel, reading: “My Dear Doctor—Come to 
Iny office tonight at 8:30, ALONE, and we can arrange to handle 
4 case to your satisfaction.” But the doctor had gone else- 
where, 


MINOR NOTES. 


Illinois State Laboratory.—The State Board of Health has 
opened at Springfield, Illinois, a laboratory equipt with all the 
latest scientific apparatus for bacteriological and chemical ex- 
aminations necessary in the sanitary work of the board. The 
secretary of the board announces that the laboratory will be 
open at all times to physicians with free use of the scientific 
equipment. The Illinois crusade against consumption has attract- 
ed the attention of medical men in all parts of the country. 


No Tuberculous Teachers.—Woman’s Medical Journal says: 
The Indiana State Board of Health has decided, and wisely, that 
no one afflicted with tuberculosis shall be employed to teach in 
the public schools of Indiana. This law is just and right, altho 
it may be hard on the one afflicted. But if the state deprives 
the tubercular of the means of a livelihood it should return such 
loss by giving treatment in a state institution for tuberculosis. 
According to investigations of the Board, there are now in the 
state 250 teachers in the public schools who have tuberculosis. 


Dr. James in New York.—Dr. H. F. James, formerly of Tor- 
onto, for many years a prominent practitioner of St. Louis, has 
moved to New York City and will devote his entire time to the 
practice of ophthalmology—with special reference to the million- 
aires of the metropolis. 


Medical School at Lawrence.—Journal of the Kansas Medical 
Society asks its readers: Shall we have a full medical school 
in connection with the University of Kansas? Take the advice 
of a rank outsider—don’t! 


Bureau of Bibliography.—Doctors desiring to have the litera- 
ture examined for references on medical topics can obtain such 
help from the Medical Institute of Bibliography and Bureau of 
Translations at 103 State street, Chicago, recently organized. 


A Dissatisfied Society—The Golden Belt Medical Society, 
which includes a large number of the most prominent doctors of 
Central Kansas, has decided not to be connected with the Kan- 
sas State Society. It formerly sent a good lot of delegates to the 
American Medical Association. 


Increase of Insanity.—It is reported that at the end of June, 
1904, there were 177,000 insane persons in England and Wales; 
in 1894 there were 92,000. This means that there was one in- 
sane person in every 327 of the population ten years ago, and 
one in every 288 now. 


Women Doctors in Russia.—New statutes, just issued in Rus- 
sia, place women doctors on practically the same footing (both 
with regard to education and practice), as their male rivals. 
Women may now obtain diplomas, pursuing their studies for 
‘medical degrees in the universities of the country and even in the 
Military Medical Academy. 


Utah Ahead.—“Health Day” is the name of a new legal holi- 
day created by the Utah legislature. By provision of the new law 
the first Monday in October is created a legal holiday thruout 
the state. On this day it is made compulsory upon every person 
in the state to clean and disinfect thoroly dwelling houses, stores, 
theaters, public halls of all kinds, in fact, every building fre- 
quented by people. 


Faure and the Mayos.—Dr. J. L. Faure, of Paris, giving his 
impressions of American surgery, says of “Will and Charlie” 
Mayo, of Rochester, Minn., that he was very favorably impresst 
with their work. “Here in a small town in Minnesota, is a hos- 
pital with accommodation for more than a hundred patients, with 
two operating rooms. Patients go there from Canada and all 
parts of the United States. Each person’s disease is diagnosed 
by one of a corps of eleven specialists, and if the case be suitable 
for a surgical operation, it is attended to by the brothers. Every 
morning, Sundays excepted, they do on an average about ten 
operations (three thousand per annum). On the day I was pres- 
ent they did an operation for uterine polypus, an enucleation of 
tubercular glands of the neck, two prostatectomies, an abdominal 
hysterectomy for fibroma, a gastro-duodenostomy for pyloric ste- 
nosis, a gastro-enterostomy for cancer, a cholecystostomy, and a 


cholecystectomy for lithiasis of the gall-bladder.” 
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Southern Illinois Society—Dr. J. W. Armstrong, of Cen- 
tralia, Ill., was elected president of the Southern Illinois Medical 
Society at its meeting held in East St. Louis, Nov. 3 and 4. Dr. 
E. E. Fyke, also of Centralia, was re-elected secretary. The next 
meeting will be held in Mount Vernon the first Thursday and Fri- 
day of January, 1905. 


Dallas Medical College.—The Dallas Medical College has con- 
solidated with the Baylor University College of Medicine, and the 
new institution will be known in the future as the Dallas College 
of Physicians and Surgeons, the medical department of Baylor 
University. The combined matriculation for 1904-1905 will num- 
ber 250 students. The new consolidation carries with it member- 
ship in the Southern Association of Medical Colleges. The ma- 
jority of the members of each faculty will have places provided in 
the new institution. On account of the location, laboratory equip- 
ment and teaching facilities, this will make one of the best 
schools in the country. 


Dr. Pryor Dead.—Dr. William R. Pryor, whose excellent arti- 
cle appeared in the November Journal, is dead. He was one of 
the most distinguisht gynecologists of America. 


President Koenig.—Dr. Adolf Koenig, of Pittsburg, has been 
elected president of the Pennsylvania State Medical Society. For 
many years he has served the state society faithfully, of late act- 
ing as editor of the official journal—a usually thankless task. 


Dr. Perkins Cured.—Dr. I. B. Perkins, of Denver, (surgeon 
to St. Joseph’s, St. Luke’s and the county hospital), was oper- 
ated on by Drs. Wm. B. Craig and F. H. McNaught for appen- 
dicitis on the 29th of October. He is now reported well. 


Prof. W. F. Waugh.—This distinguisht editor, author and 
teacher, of Chicago, spent the last week of November at the St. 
Louis Fair, accompanied by his charming wife. His smile warm- 
ed the editorial rooms of the Journal for some pleasant hours— 
which were only too short. 


Dr. Seymour Dead.—Dr. Wm. Wotkyns Seymour, a prominent 
gynecologist of Troy, N. Y., died October 18 very suddenly. He 
was operated upon many years ago by Lawson Tait for gall-stone 
disease. 


President Daniel.—At the St. Louis meeting of the Interna- 
tional Congress of Tuberculosis,’Dr. F. E. Daniel, of Austin, Tex., 
editor of Texas Medical Journal, was elected president—a most 
fitting tribute to a good man. 


Cincinnati Sanitarium.—Dr. John A. Caldwell has resigned 
his position as*resident physician at the Cincinnati Sanitarium 
to enter private practice in Cincinnati, and has been succeeded 
by Dr. Charles B. Rogers, formerly of Massillon State Hospital, 
and late of Fair Oaks Sanitarium. _ 


New College Building—The Atlanta College of Physicians 
and Surgeons is to erect new college buildings at a cost of $100,- 
000. 


LITERARY NOTES. 


Dr. Ball Re-enters Journalism. 

Dr. James Moores Ball, for a number of years editor of the 
Tri-State Medical Journal, has been appointed editor of the An- 
nals of Ophthalmology—the largest journal in the world devoted 
to diseases of the eye. As Dr. Ball has an international reputa- 
tion as an author, the Annals ought to profit greatly by his accept- 
ance of the position. 


The Review Changes Hands. 
The St. Louis Medical Review has passt from the hands of 
Dr. H. W. Loeb into the control of Dr. Kenneth W. Milliken, 
for long connected with the New York Medical Journal. Already 
the Review shows markt improvement under the new manage- 
ment, and it is: to be hoped will now assume the place its age and 
opportunity should assure it. 


A New Editor. 

Dr. C. L. Stevens, of Athens, Pa., has been elected editor 
of the Pennsylvania State Medical Journal. He will have a hard 
task to maintain the high standard the Journal has so long en- 
joyed under the management of Dr. Adolph Koenig of Pittsburg. 


Gaillard’s Journal Dead. 

The old “Southern stand-by,” Gaillard’s Medical Journal, has 
been purchased by Dr. William Edward Fitch, of Savannah, Ga., 
and consolidated with his already popular “Southern Medicine.” 
The combination ought to make the most successful journal pub- 
lisht in the South. 


Missouri State Journal. 

The new official journal of the Missouri State Medical Asso- 
ciation is a rather attractive octavo of 48 pages of reading mat- 
ter, with advertisements and cover, containing papers read before 
the state society, reports from county societies in affiliation with 
it, and some abstracts. Dr. C. M. Nicholson, of St. Louis, has edi- 
torial charge, and evidently finds his work attractive, as the num- 
bers thus far issued show careful editorial supervision. 


Perpetual Visiting List. 


Visiting and Pocket Reference Book for 1905. The following 
is a comprehensive contents: Table of Signs and How to Keep 
Visiting Accounts, Obstetrical Memoranda, Clinical Emergencies, 
Poisons and Antidotes, Dose Table, Blank Leaves for Weekly 
Visiting List, Memorandum, Nurses’ Addresses, Clinical, Obstet- 
rical, Birth, Death and Vaccination Records, Bills Rendered, Cash 
Received, Articles Loaned, Money Loaned, (what doctor does it?), 
Miscellaneous, Calendar for 1905. 126 pages, lapel binding, red 
edges. This very complete call book will be furnisht by the Dios 
Chemical Co., of St. Louis, Mo., on receipt of 10 cents for postage. 


A Medical Grammarian. 


J. D. Sylvius, born in 1478, whose name is so associated with 
the anatomy of the brain, was a famous grammarian in his day 
and wrote a popular Latin grammar. The Gazette Medicale de 
Paris states that he was the first to propose and use two distinct 
letters for i and j, and for u and v. He was also the originator 
of the French accents, distinguishing between three sounds of e. 


Dr. Waugh’s Latest Book. 


The Houseboat Book; by W. F. Waugh, A. M., M. D., Editor 
of the Alkaloidal Clinic, Chicago; publisht by the Clinic Publish- 
ing Co., Chicago, at $1.00, bound in red cloth. Did you ever pick 
up a book with the idea of just glancing at it—a paragraph here, 
a line there—and end by reading every word in it, and wishing 
there were more? That is what happened to me when I got hold 
of Dr. Waugh’s little “log book” of his trip from Chicago to the 
Gulf of Mexico in a Mississippi houseboat. There is only one 
complaint: it makes one heartsick at not being able to follow in 
his footsteps. That is—all of his footsteps except those at Cata- 
houla Lake. “The older boy suggested that we cross the lake 
to a group of cypresses, where the shooting would be good. We 
waded in about a hundred yards, when the wading began to get 
pretty heavy, my feet sinking in the mud over the ankles. I hesi- 
tated. The boy began to chuckle, and a smile of derision appear- 
ed on his face. Now I don’t like to be backt down by a kid, and 
he assured me that the boggy place did not extend far and that 
the bottom was harder out where he was; so we kept on across 
the lake. It was said to be a mile—it was at least ten! We had 
noc gone very far before I began to realize several things: (1) 
That the boy lied; (2) That I weighed 200 pounds; (3) That the 
borrowed waders I had on were much too large; (4) That, tho in 
my life of 54 years I had ascertained I was a great many kinds of 
a darned fool, this was one more kind—wading a lake of mud! 
The waders were tied to my waist but soon pulled off so that I 
walkt on the legs; sank in over the ankles at every step and 
had to immediately withdraw the foot to keep from going still 
deeper. Got tired—very tired—but dared not stop. Out of 
breath, throat burned like a dose of red pepper, but couldn’t stop 
to take a breath. Fell down and struggled up with boots full of 
water; and after an eternity of effort reacht the other side to 
stand in the cold, teeth chattering, yet trying to still keep a look- 
out for ducks. Just before I had frozen stiff the boy came back 
and we started to walk around the lake. It was only half as far 
as straight across. But we got some birds—enough for the table.” 
And then—the game was turned over to a farmer’s wife to cook; 
result: the delicate little teal, the snipe, quail and a squirrel 
were brought in ground up with smoked pork and cnions into a 
liquid sausage and fried. Shades of Vatel! Imagine it. There 
is only one surprise in the book—page 121. Dr. Waugh is prac- 
tically. a total abstainer from intoxicants at home; yet the entry 
for December 23, 1903, begins: “We left our friendly entertain- 
ers at Allison’s and ran down to a bar!” It’s a good book to 
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read these holidays, and contains a deal of’ valuable information 
for anyone who shall ever want to take a houseboat trip. 


; Van Schaick’s Minor Surgery. 

Regional Minor Surgery; by Geo. G. Van Schaick, M. D., Con- 
sulting Surgeon to French Hospital, New York. Second edition, 
enlarged and revised, 228 pages, bound in cloth, profusely illus. 
trated. Price, $1.50. International Journal of Surgery Co., New 
York. This little book first appeared as a series of interesting 
articles in International Journal of Surgery. When issued in book 
form they proved so popular that a second edition has been neces- 
sary. Dr. Yan Schaick believes that the most practical works on 
surgery are those which approach the art from the standpoint of 
anatomy; and for this reason regional surgery deserves especially 
the careful attention of every operator. Carrying out this idea 
most carefully—based upon careful study as well as his exten- 
ya — Van Schaick has written comprehensively 
and well. 


Doctors’ Recreation Series. 

Under this title a new sort of literature is presented by Editor- 
in-Chief Charles Wells Moulton, and Associate Editors: Nicholas 
Senn, M. D., Ph. D., LL. D., C. M.; William Henry Drummond, 
A. M., M. D., LL. D.; John C. Hemmeter, M. D., Ph. D.; William 
Warren Potter, M. D.; Titus Munson Coan, M. D.; Emory Lan- 
phear, M. D., Ph. D., LL. D.; Albert Van Der Veer, M. D., Ph. D.; 
Winslow Anderson, A. M., M. D.; W. J. Bell, M. D.; Henry W. 
Roby, M. D. Twelve volumes, octavo. Cloth and half. Morocco. 
Akron, O., New York and Chicago. The Saalfield Publishing Co. 
The first volume consists of a large number of excellent stories 
—ancient and new—concerning doctors and their patients; stories 
which make the latter laugh and don’t hurt the former. It is a 
nice book to have upon the office table, and well worth the price. 
If succeeding volumes of the set are so nice and entertaining as 
the first, the series ought to have an immense sale. Write to the 
publishers for descriptive literature. 


GYNECOLOGICAL NOTES. 


Value of Local Treatment in Gynecology. 


Ford (American Medicine, August 20, 1904), while giving full 
credit to the operator, points out that too frequently the results 
are not entirely satisfactory and that many women are subjected 
to operative procedures who would be better without. There is 
a large class of women who suffer from the annoyance, irritation 
and discomforts of simple ailments without any menace to life, 
who become professional invalids or neurasthenics. These pa- 
tients are relieved but not cured by operative measures, because 
the nervous habit has become establisht during the gradual de- 
velopment of the pelvic lesion, and it is then too late to more 
than restore anatomical conditions; but this does not cure. These 
cases, Ford says, should be treated early by medical gynecology, 
before the nervous equilibrium becomes disturbed, for the ju- 
dicious use of local treatment, hot douches, tampons or pessaries 
will often prevent the extension of simple disorders so that grave 
surgical procedures are unnecessary. 


Nodular Adenoma of the Vulva. 


Two cases of a peculiar form of nodular adenoma of the 
vulva are mentioned by Pick (Hahnemannian Monthly, Novem- 
ber, 1904), simply small tumor formations upon the labia majora. 
In one instance a presumably similar tumor had been previously 
removed, but was not examined. That this peculiar formation is 
quite rare may be inferred from Pick being able to find but four 
other recorded cases. One of the latter cases came under the ob- 
servation of Schickele, who examined and described it carefully. 
He regarded it as a derivative of the Wolffian duct, but his illus- 
trations closely resemble those of Pick’s cases. Pick regards 
these tumors as representing a genuine hydradenoma or tubular 
hydrocystadenoma, and as indicated by the name are derived 
from the sweat glands. Their structure represents multiplica- 
tions of the histolological formation of the latter glands. Pick 
describes these tumors as wartlike growths, varying in size from 
that of a pea to a cherry, which may appear singly or multiple 
upon the larger and smaller labia in women between 35 and 45 
years old. Their surface is smooth and normal, or reddened skin 
overlies them, sometimes containing fine hair. They are not sep- 
arable from the superimposed skin, but are movable upon the 
underlying structures. Examination reveals them to be com- 
posed of an adenomatous formation, extending from the corium 
to the subepithelial fatty connective tissue, and they are sur- 


rounded by a fibrous capsule which, however, is absent where a 
connection with the epidermis is retained. The epithelial lining 
of the tubes is similar to that of sweat glands, and is composed 
of a cellular arrangement like that of the secreting portions of 
the glands, namely, a single layer of sharply defined cylindrical 
cells whose nuclei are situated toward the base resting upon a 
layer of muscle cells; sometimes also like the sudorific gland 
ducts, that is, a double row of cubical cells. The contents of the 
channels is a genuine secretion, and not due to a degeneration. 
Some round-cell proliferation exists in the capsule, and especially 
under the epidermis. The tumors are not regarded as malignant. 


Uterine Fibroid Cured by X-Ray. 

A uterine fibroid which extended to the umbilicus is reported 
as completely cured by the use of the X-ray by Dr. J. E. Hitt, of 
Ontario, Canada (Journal of Advanced Therapeutics, September, 
1904). Daily treatments were given thru the abdominal walls 
until a slight dermatitis showed itself on the twenty-third day, 
and then a ten-days’ interval was given, when the redness of the 
skin disappeared. Ten treatments more were then given, and 
the patient was advised to return home and await results. A 
hard tube was used, excited by a 16-plate Wimshurst static ma- 
chine, about 15 inches distant, and 15-minute exposures. As a 
result, in three months the tumor entirely disappeared. 


Prevention of Perineal Lacerations. 

This important—if somewhat hackneyed subject—is discusst 
in a late paper by Prof. J. Clifton Edgar, who believes (says 
Hahnemannian Monthly) that deep lacerations are wholly avoida- 
ble in ordinary normal cases; and that the great importance of 
avoiding laceration of the pelvic floor cannot be overestimated. 
It is well known that a large proportion of gynecological cases 
(as pointed out by Professor Murphy in the October number of 
this journal), owe their condition directly or indirectly to rup- 
ture of the pelvic floor muscles during labor. The statistics of 
the obstetric clinic at Halle show that with every known perineal 
protection, lacerations extended beyond the commissure in 21.1 
per cent of primiparae, and in 4.7 per cent in multiparae. The 
three major causes coming into play are: (1) Too rapid expul- 
sion of the fetus, so that tearing, instead of stretching, results; 
(2) relative disproportion in size between the presenting part 
and the parturient outlet; (3) a faulty mechanism of labor, 
whereby larger circumferences of the head and shoulders than 
necessary pass thru the parturient outlet. From an extended ex- 
perience Edgar greatly favors preliminary stretching of the vul- 
var outlet in primiparae (and especially elder primiparae) as a 
prophylactic measure. He urges its more extended use in cases 
where the outlet and lower third of the vagina are small and 
rigid. He has obtained surprisingly good results by passing two 
fingers, palmar surface down, into the parturient canal and mak- 
ing intermittent backward and lateral massage-like pressure. He 
prefers to use two fingers of one hand, rather than to use both 
hands. The assistance of anesthesia is valuable. In fifteen or 
twenty minutes sufficient enlargement of the most rigid canal 
may be obtained. Since using this method he has rarely been 
compelled to resort to episiotomy. Of the latter operation Edgar 
says it is one for the novice in obstertics. The greater the clini- 
cal experience the more infrequently will the operation be re- 
quired. He delivers the head so slowly that stretching and not 
tearing of the parts results, and because the pelvic floor muscles 
are relaxt during the intervals of the uterine contractions the de- 
livery of the head is more safely accomplisht at this moment. 
Cleidotomy or division of the clavicles in dead fetuses as a pre- 
liminary to delivery of the shoulders has never taken its proper 
place in obstetric surgery as a valuable means of diminishing the 
maternal morbidity and mortality. He refers to the delay often 
witnesst in the delivery of the shoulders in generally contracted 
pelvis after perforation and extraction of the head. As a routine 
practice in these cases he divides the clavicles, and it is amazing 
how the diminution of the bisacromial diameter renders the sub- 
sequent extraction of the shoulders a comparatively easy task. 


Gonorrheal Puerperal Fever. 

Dr. F. J. Taussig, of St. Louis, in American Gynecology, re- 
views this subject. He concludes that the gonococcus is the 
etiologic factor in about one-sixth of all cases of puerperal in- 
fection and the pelvic trouble almost invariably is secondary to 
the gonorrheal focus elsewhere it must be classified under the 
head of puerperal fever. The gonococcus may gain access to the 
uterine cavity without any internal examination being made, but 
more frequently it is brought about by digital examination and 
operative manipulations, particularly intra-uterine, in delivery. 
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The infection shows itself at the sixth or eighth day post-partum, 
by rigors followed by a temperature of 103° and severe abdominal 
pains. The fever is usually of short duration and the further 
course of the disease is mild, but liable to become chronic. When 
the temperature begins to rise as early as the sixth day and con- 
tinues to rise up to 103° or 104° it is still not necessarily caused 
by a mixt infection, but may be due to the gonococcus alone. 
The diagnosis is based on the rather late onset, the slow, regu- 
lar pulse, the,moderate and steady elevation of temperature, the 
profuse glairy discharge and the presence of gonococci in the 
lochia. Prophylaxis he declares to be of more benefit than treat- 
ment. All pregnant women having gonorrhea should be deliv- 
ered without internal examination so far as possible. 


Successful Cesarian Section. 
A case of Cesarian section for placenta previa is recorded 
by Dr. R. E. Skeel, of Cleveland, Ohio, in Cleveland Medical Jour- 
nal for November. Both mother and child were saved. 


Cyst of Round Ligament. 


This rare case occurred in the work of Dr. A. Brothers, of 
New York. The patient was a girl of 19 and was discovered only 
a month previous to the operation. After cutting thru skin and 
fat the upper portion of the tumor was brought to view and its 
cystic character at once recognized. A careful dissection was 
now made, and the tumor, which extended some depth into the 
anterior abdominal wall, was enucleated from its bed without 
rupture. As it was fully exposed it was shown to lie exactly 
over the external inguinal ring, and a narrow pedicle was traced 
a short distance up into the inguinal canal before being tied off 
and the tumor cut away. 


Menopause. 
The following has been recommended, says Therapeutic Re- 
view, by Herzen for the nervous excitement and neuralgia during 
the climacteric period: 


M. pilulae No. 1. Sig. Take three such pins daily; or: 


M. pilulae No. 1. Sig. Four or five such pills daily. 


lodine Treatment of Puerperal Sepsis. 


Virginia Medical Semi-Monthly gives a long extract from a 
paper by Dr. W. R. Pryor, Professor of Gynecology in the New 
York Polyclinic, giving the result of his work since 1895 in open- 
ing broadly the posterior cul de sac for the purpose of drainage 
and packing with iodoform. But in many—even the worst cases 
—there was nothing to drain away except serum, and yet the 
result of the treatment was perfect. In thirty-six, streptococci, 
generally mixt with other germs, were found on bacteriological 
examination in the uterine cavity, while in all cases streptococci 
were found in the lymph serum or free pus in the cul de sac. 
In every case of puerperal streptococcus endometritis, strepto- 
cocci are found free in the pelvis, and present in the uterine con- 
tents in over 97 per cent of cases. The presence of’ streptococci 
in the uterine or pelvic contents alone furnishes proof of strepto- 
coccic puerperal pelvic lymphangitis. The invariable cause of 
the infection being found, the local results of treatment were 
studied. In all cases but one, not a single coccus of any kind 
was detected in the second dressing, and none were found in any 
case at the third dressing. Hence the conclusion that application 
of massive iodoform dressings sterilize the pelvis so far as cocci 
are concerned. As for explanation, iodoform; while maintaining 
its chemical entity as a teriodide of methenyl, has but feeble anti- 
septic properties. Placed in contact with an open wound in con- 
tinuity of tissue, the serum tends to break up the iodoform into 
methenyl and free iodine, and then the chemical shows its power 
as a destroyer of cocci. The disintegration, however, is slow, 
particularly so if pus is present in large quantities. But if the 
iodoform is brought in direct contact with serous membrane, it 
at once gives up its iodine—partly due to the influence of heat, 
and partly to the chemical action of the blood serum. Local 
iodism is produced in a short while, and it is this which sterilizes 
the pelvis. The urine furnishes the strongest evidence of the 
rapid absorption of iodine and of its general circulation. Taking 
the first fourteen cases as a basis, a strong reaction of iodine 
was Secured in an average of five hours. In certain cases, it ap- 


peared in two hours, but there were the cases in which little 
lymph and no pus were present in the peritoneum; yet the symp- 
toms of septicemia were markt. In other words, there were 
grave constitutional symptoms in these cases, but no apparent 
local lesions. In all his cases, either enterolysis or intravenous 
infusion of normal salt solution has accompanied the operation, 
to facilitate the elimination of iodine and toxins thru the dam- 
aged kidneys. In all, there have been thirty-seven operations; 
twenty-seven patients’ had not been previously operated on, and 
only one died. 


Cystitis After Gynecological Operations. 


Baisch finds (Hahnemannian Monthly) this to occur almost 
exclusively when the catheter is demanded for ischuria, particu- 
larly after the radical operation for uterine carcinoma. It usually 
begins from the third to the eighth day after operation, and the 
later its advent the milder is the inflammation. The urine usual- 
ly has an acid reaction, and is only alkaline or neutral when pus 
is abundant. It is an interesting historical fact that Pasteur was 
the first to show, in 1859, the relationship of micro-organisms to 
ammoniacal decomposition of urine. Since then many experi- 
ments have been conducted to identify the germs inducing cys- 
titis. According to a number of experiments the bacterium coli 
commune is the one most frequently concerned, and many au- 
thors ascribe to this micro-organism the chief role in causing 
cystitis. Still the results of experiments to determine this ques- 
tion have not always been confirmatory. Baisch has re-examined 
the subject, and has obtained some interesting results. He ex- 
amined forty cases on the first days of the cystitis, and found 
that while the urine contained numerous germs, that there were 
but few varieties present. He found streptococci six times, sta- 
phylococci thirty-four times, and the bacterium coli ten times in 
association with the former. He never found the colon bacillus 
alone present, when there had been no cystitis present before the 
operation. Whereas, if before the operation the urine was 
cloudy and contained bacteria, there was always present after 
the operation a material increase of the opacity, and the colon 
bacilli existed in almost pure culture. The conditions, however, 
were found to vary when the urine was thereafter examined daily, 
and especially when irrigation and the catheter were used. After 
about two weeks, in addition to the streptococcus and staphylo- 
coccus, the bacterium coli appeared, so that after about the third 
or fourth week the cocci diminisht and the colon bacilli were 
almost alone present. Examination of late cases will therefore 
show the colon bacillus to predominate, and this finding led to 
the error of ascribing to them the major role in the etiology, 
whereas the streptococci and staphylococci were the real cause. 
The colon bacilli are present from a secondary invasion. Re- 
specting the source of the bacilli, the investigations showed that 
the clear urine of a woman contains no germs; hence they must 
be derived either from the urethra, and reach the bladder by 
means of the catheter or spontaneously, or they must be derived 
from the bowel and enter the bladder thru the kidney being taken 
un by the blood, or they immigrate thru the bowel and bladder 
walls. These several possibilities have been experimentally ex- 
amined, and the latter of them found to be untenable. It has 
furthermore been shown that pathogenic germs do not normally 
inhabit the urethra. The bacterial flora of the urethra is depen- 
dent upon the character of those present upon the vulva, the ves- 
tibule and vagina. They vary in the puerperium, during preg- 
nancy, in healthy women, in those confined to bed, and after 
operation. In a number of clinical cases examined, the yellow 
staphylococcus predominated, while the colon bacillus was pres- 
ent in only two-thirds of the cases. The examination of a large 
number of operated cases confined to bed revealed the fact that 
after two days’ confinement in bed, staphylococci and colon bacilli 
are present about the meatus. The presence of staphylococci is 
explained by their universal existence as germs of the skin, and 
the presence of the bacterium coli by the proximity of the anus. 
So that it is the confinement to bed which explains the presence 
of micro-organisms about the meatus and in the urethra. Ex- 
periments have also shown that the diminisht frequency of mic- 
turition during confinement in bed favors their presence. This 
entire examination has shown that post-operative cystitis is due 
to catheterization, and explains some of the contradictory results 
of former observations. 


Roentgen Ray in Gynecology. 

New York Port-Graduate quotes Delphey as saying that the 
Roentgen ray offers no special diagnostic inducements to the 
properly-schooled gynecologist. Pelvic tumors, excepting der- 
moid cysts, can hardly ever be determined by the x-ray. The 
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main use of the Roentgen ray in gynecology is in the treatment 
of malignant neoplasms. The proper treatment, when diagnosis 
is made early enough, is to remove the growth entirely. When 
this is impracticable or the growth can only be removed in part, 
resort should be had to x-ray treatment. Quite a number of 
cases of carcinomata have been very much improved, and epi- 
theliomata have apparently been entirely cured by this means, 
and as certain death is otherwise the only outlook, the patient 
should be given the benefit of the chance. The rationale of the 
treatment is not yet completely understood, but it is plain that 
the x-ray in some way interferes with the life of the adventitious 
tissue, probably in two days, by causing an inflammatory exu- 
date, which chokes off the blood supply and which is followed by 
a fibroid change, and by causing a degeneration of the cells of all 
the tissues which are absorbed and excreted thru the ordinary 
channels. Consequently, these cases must be treated cautiously, 
watching the pulse and temperature lest too large an amount of 
waste products be thrown into the general circulation for the 
eliminative organs to dispose of, in which case there would be 
likely an acute septic infection, or at least a severe toxemia. 


SURGICAL NOTES. 


- Gonorrheal Sore Mouth. 

Jurgens, quoted by Medical Bulletin, believes that gonorrheal 
stomatitis not only has a distinctive etiology, but also presents a 
distinct clinical picture. The patient, in the case which is re- 
ported, shortly after the appearance of a gonorrheal urethritis, 
developt a diffuse inflammation of the mucous membranes of the 
gums and the cheeks. These were covered with a dirty-gray 
membrane, which could be readily wiped away, but there was 
ulceration. In smear preparations the gonococcus was identified 
with difficulty, but better success was had with cultured tests. 


Fatal Meningitis from Nasal Operation. 

Recently Dr. W. F. A. Schultz, of St. Louis, removed the su- 
perior turbinated bones for necrosis. Great pain was complained 
of in a few hours, next day there was a temperature of 103%4° 
with other evidences of meningitis, next day patient was uncon- 
scious with convulsions, and on the fourth day death followed 
from septic inflammation of the meninges—a most unfortunate 
but non-preventible result. The patient was a man 61 years of 
age, in fairly good health previously. 


Umbilical Hemorrhage. 

For the control of hemorrhage from the navel of the newly- 
born, Dr. E. P. Davis, Professor of Obstetrics in Jefferson Medical 
College, Philadelphia, advises pressure with antiseptic cotton, on 
which, iodoform has been freely sprinkled. This failing, one 
should pass a needle armed with a silk ligature beneath the ves- 
sels, and tie securely; or pass two surgical pins beneath the 
bleeding tissues at right angles to each other, and loop a ligature 
around the pins. Ellis mentions collodion and plaster-of-paris, 
mineral acids and astringents, and cholagogues, but they are not 
so useful as ligation. In morbus maculosis Osler recommends 
external warmth, camphor and ergotin hypodermically. For per- 
sistently bleeding cord, Davis directs to strip and ligate in several 
places. 


Danger of Lumbar Puncture in Case of Brain Tumor. 


Masing reports (Medical Bulletin) from Dehio’s clinic the 
case of a young woman exhibiting headaches and disturbances 
in vision—diagnosed as due to a brain tumor in the right frontal 
lobe. Great relief was experienced after withdrawal of 300 cubic 
centimeters of blood. Four days later 0.002 gram of pilocarpine 
was injected. Three days after this 30 cubic centimeters of cere- 
bro-spinal fluid were withdrawn by lumbar puncture. The press- 
ure was about from 10 to 15 cubic centimeters at first, but dropt 
to zero. Nausea followed at once with convulsions, and the 
patient died in fifteen hours. The necropsy revealed a recent 
—" of an eroded blood-vessel in a microscopical sarcomatous 
ocus. 


Removal of Normal Appendix. 

Those who advocate removal of the vermiform appendix in 
every abdominal section in which it can be done without trouble 
will find encouragement in an article by Dr. Reuben Peterson, 
Professor of Gynecology in the University of Michigan. It is a 
report of the careful macroscopic and microscopic study of 200 
appendices in patients operated upon for pelvic disease. The mi- 
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croscope showed: 1. Negative, 32.5 per cent. These cases 
showed no change in the mucosa, submucosa, muscularis, subse- 
rosa, or on the peritoneum. 2. Chronic inflammation 28.5 per 
cent. These appendices presented evidence of active catarrhal 
inflammation, or ulceration of the mucosa with atrophy of the 
mucosa and lymph adenoid tissue, or muscularis, associated with 
fibro-plastic proliferation, or formation of scar tissue. 3. Doubt- 
ful significance, 20.5 per cent. This class includes appendices 
characterized by hyperplasia of the lymph-adenoid tissue, dilata- 
tion or constriction of the lumen, hyperplasia of the connective 
tissue in the submucosa, loca! or general atrophy of the muscle 
coat, unattended by conclusive evidences of inflammation; the 
significance of these changes being unknown. 4. Former inflam- 
mation, 14 per cent: These cases showed partial or complete 
obliteration of the lumen and scar tissue without active signs of 
inflammation. 5. Acute inflammation, 3 per cent: These ap- 
pendices showed active catarrhal or ulcerative inflammation with- 
out fibro-plastic proliferation, or formation of scar tissue, or atro- 
phy of the different layers of the wall of the appendix. 6. Peri- 
appendiceal inflammation, 3 per cent. This division included ap- 
pendices showing a purulent inflammation of the subserosa, meso- 
appendix, or muscularis, with the mucosa unchanged, or second- 
arily involved. Whereas the appendix normally reaches its 
greatest length between tenth and thirtieth years, then gradually 
decreases, when inflamed it reaches its maximum from the twen- 
tieth to thirtieth years, decreases during the fourth decade, and in- 
creases again in the two following decades. The congestion in- 
cident to menstruation increases the inflammation of the appen- 
dix and gives rise to appendiceal colic. Menstrual pain may be 
due to or enhanced by an inflamed appendix. In 41.8 per cent of 
the cases of diseased appendix, dysmenorrhea was present; in 
36.9 per cent of the cases wherein the appendix was normal, but 
adhesions were present in 6.1 per cent of the normal cases. One 
cannot judge the pathological condition from the shape of the 
appendix. Fecal concretions are of little clinical importance. In- 
fection may travel from the appendix to the appendages, or vice 
versa, by way of the appendiculo-ovarian ligaments. The normal 
as well as the abnormal appendix is often found in the pelvis. 
Nearly 50 per cent of patients with chronic disease of the ap- 
pendages showed disease of the appendix. In 50 per cent of 
the cases of fibroids of the uterus, and in 70.9 per cent of the 
cases of ovarian cyst, the appendix was diseased; in the latter 
case the appendix may infect the cyst. Inasmuch as one cannot 
judge the condition of the appendix from its microscopical ap- 
pearance, and as there is no added danger, if no special contra- 
indication is present, when the abdomen is open the appendix 
should be removed, otherwise it may prove a source of suffering 
after the operation, and several times examination has shown a 
primary carcinoma in a stage too early for detection by inspec- 
tion. 


Operative Work in the Ureter. 


Dr. Bransford Lewis, of St. Louis, presented a paper with 
the above title, at the Cincinnati meeting of the Mississippi Val- 
ley Medical Association, October 11, 1904. He considered the 
subject in its three relations: As a practical and reliable proce- 
dure, as a diagnostic measure, and as a therapeutic measure. A 
number of cases that he has observed during the past two years 
were mentioned, some of them being highly gratifying in the re- 
lief secured by cystoscopic manipulations, rather than by cutting 
measures. Under the first heading considered, the essayist stated 
that, in some two hundred attempted ureter-catheterizations, in 
male or female, normal or pathological, during the period men- 
tioned, he has failed not more than six times—giving something 
like 3 per cent of failures. This establisht, he believes, the re- 
liability of ureter-catheterization, as carried out by his air-infla- 
tion method. After alluding to his operative cystoscope, and the 
instrumental equipment connected with it (ureter-forceps, scis- 
sors, dilaters, irrigating attachments, etc.), the author passt to 
the second and third headings, diagnosis and therapy. The first 
case mentioned was that of a male, in whom the diagnosis estab- 
lisht was that of completely inactive left kidney, while the right 
one was not only carrying on all the kidney functionation pres- 
ent, but contained numerous calculi of various sizes. Ureteral 
manipulations thru the operative cystoscope removed a dozen or 
more little calculi (which were exhibited), but could not secure 
the escape of the largest, which was removed by lumbar incision. 
The patient recovered, notwithstanding the fact that the only 
kidney functionating was opened and cleaned out. The next case 
related was one in whom small calculi had been removed by 
similar means, in two sittings, a year apart, the stones being ex- 
hibited. The third case was one in which there had been severe 
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and exhaustive symptoms of ureter-calculus, of sixteen years’ 
duration, consultations innumerable; the oft-repeated attacks oc 
casionally requiring prolonged administration of chloroform. 
This patient was finally definitely relieved, and has had no re- 
currence of the pain for nearly a year. A blood-cast of the ureter, 
seven or eight inches in length, was shown. It had been assisted 
in its escape by ureter-catheterization, at the office of the opera- 
tor. The great diagnostic value of the method in excluding sus- 
pected ureteral or kidney-stone, was indicated by a case men- 
tioned: Attacks of renal pain, severe and prolonged, had led to 
the suspicion by several consultants, of renal stone being pres- 
ent; but ureteral catheterization promptly dispelled this idea by 
giving absolutely non-purulent urines from the two kidneys, as 
well as establishing the patency of the two ureters. This was 
one of the several such cases that have been observed. The 
therapeutic efficacy of irrigating the kidney-pelves with medi- 
cated fluids, thru the ureteral catheter, was indicated in the addi- 
tional reports of several cases treated in this manner, some hav- 
ing been relieved for as long as three years now. One case of 
extreme and persistent hematuria, treated in the same way and 
with permanent relief, was especially mentioned as showing the 
gratifying results of the direct methods, in contra-distinction to 
the roundabout methods with internal therapy. A case of definite 
and severe stricture at the lower end of the ureter, had been com- 
pletely relieved by dilating methods, carried out thru the opera- 
tive cystoscope, in successive sittings and without complaint on 
the part of the patient, a very nervous woman. Plugs of pus 
had formerly lodged against the structure, occasionally closing 
the outlet and causing all the classical symptoms of ureter-stone. 
Since the re-establishment of the patency of the canal none of 
these attacks have occurred, and the patient has entirely recov- 
ered her general health, which had before been much debilitated. 
Some of the difficulties and disappointments liable to be met 
with in this work were alluded to, and suggestions given for 
avoiding them. The author thought that while these methods 
have not yet reacht a state of entire simplicity and ease, the 
progress already made in the past few years marks one of the 
most valuable attainments of modern surgery. 


Carbolic Acid Gangrene. 


An unusual case of local poisoning from application of car- 
bolic acid is reported in Journal of American Medical Association 
by Dr. E. D. Kremers, of Holland, Mich. The patient, aged 15, 
had always been a strong, healthy boy. On July 4, 1904, he was 
washing dishes and cut the little finger of the right hand by a 
piece of glass. There had been a case of tetanus in the town 
and, on the following morning, the boy’s’sister,.fearful of “blood 
poison,” applied a rag soakt in carbolic acid solution. She had 
been using a solution as a wash on an infected arm and had seen 
no ill effect. The solution was made weak in the proportion of 
about three drops of the liquefied acid to fifty drops of water. 
Twenty-four hours later this rag was removed and the skin of the 
finger “lookt funny.” The patient thought that the antiseptic was 
failing in its work, and accordingly a stronger solution was made 
and the bandage bound very tightly. The next morning the 
finger was “all white” and was massaged. July 8 a physician was 
consulted who applied a wash of boracic acid, hoping to restore 
‘the circulation. July 11 the finger became black and began to be 
tender, and July 13 the patient went to bed, feeling badly and 
with evident fever. At this time the finger was entirely bluish- 
black with a well-markt line of demarcation about one-half inch 
below the metacarpo-phalangeal joint. Above this there was a 
line of redness and swelling. Under chloroform anesthesia the 
finger was amputated at the metacarpo-phalangeal articulation. 
No pus was found; a healthy flap was secured and united by 
silk sutures. July 14, the temperature rose to 104°, at evening 
was 101° and the following day normal. There was no further 
trouble and the wound healed by first intention. Urine examina- 
tion was negative. The strength of solution used in this case 
was probably about 5 per cent, because water will take up only 
that much. It was applied for about forty-eight hours and caused 
the patient no pain or discomfort. -The tight constriction of the 
finger undoubtedly assisted in the production of complete gan- 
a, but probably the first application would have been suf- 

cient. 


The Middle Ear a Cause of Retropharyngeéal Abscess. 

Blau has placed upon record the interesting case of a small 
child who was attackt by suppurative otitis of the left side. Five 
days later there developt upon the same side a retropharyngeal 
abscess which was manifestly in relation to the suppuration of 
the middle ear, for, by pressing the abscess, pus issued from the 


ear. The abscess was incised and the pus evacuated. Cure of 
both the abscess and the ear occurred at the end of eight or nine 
days. According to the author, the way of communication be- 
tween the ear and the retropharyngeal tissue was the canal of 
the tensor tympani. 


What the X-Ray Can Do. 


In an elaborate review of the results thus far obtained from 
x-ray treatment, Childs expresses the opinion (see New York 
Medical Journal) that sufficient time has not yet elapst since the 
first cases of malignant disease were reported as “cured” by 
x-rays to consider them permanently cured. Surgeons have fre- 
quently reported recurrences of carcinoma ten years after opera- 
tion. Realizing, however, that it will require several years to 
establish a just judgment on the value of the x-ray as a remedial 
agent in certain malignant forms of disease, and that even then 
we can only arrive at its correct status after a careful synopsis 
of the results or failures reported by many different operators, 
the author has drawn a few conclusions from his own experience 
and that of others: 1. The therapeutic field of greatest useful- 
ness of the x-ray is with superficial epitheliomata, rodent ulcer 
and lupus vulgaris, when the area involved is conspicuous, as 
on the face or neck, and where a cosmetic result is particularly 
to be desired. 2. Healing by the x-ray leaves the smallest and 
least perceptible scar, for when properly applied it destroys only 
diseased tissue, and particularly commends itself for use in those 
localities where it is undesirable to sacrifice the surrounding tis- 
sues. 3. The x-ray is very efficacious in many obstinate cases, 
which have resisted the ordinary methods of treatment, such as 
acne rosacea, chronic localized patches of eczema and psoriasis, 
lupus erythematosus, and kindred skin diseases. 4. The x-ray 
in tuberculous glands when no suppurating focus is present, are 
encouraging, and the enlarged masses of glands in Hodgkin’s dis- 
ease appear to be susceptible to the treatment. 5. The x-ray 
should not be employed in any operable, deep, malignant growth, 
with two exceptions: (a) As pointed out by Coley, where a 
surgical operation would sacrifice an extremity, and even in this 
case the value of the x-ray is uncertain, and is determined by a 
few weeks’ trial. (b) As mentioned by Pusey, with a view to 
limiting the operation by checking the growth, when immediate 
operation is inadvisable. 6. The x-ray may be of service even 
in inoperable malignant growths by relieving pain, diminishing 
discharges and lessening their offensiveness, and in many 
cases life may be prolonged in comparative comfort for a consid- 
erable period of time. Furthermore, from these apparently hope- 
less cases a number of remarkable improvements and a few re- 
coveries have been reported. 7. The x-ray should be used as a 
prophylactic against return after all operations for the removal 
of deep malignant growths. 8. The area of exposure should be 
wide, and the intensity and quality of the rays should be adapted 
to each case. 


Excision of Superior Maxilla Under Medullary Analgesia. 

A case of this kind is reported by Dr. A. W. Morton of San 
Francisco, Cal., (Pacific Medical Journal, August, 1903), in a 
rato 39 years of age. Immediate results were entirely satis- 
‘actory. 


Danger From Warts. 


That warts and moles are not simple things to be ignored 
is proven by an article by Dr. W. W. Keen, of Philadelphia, Pro- 
fessor of Surgery in Jefferson Medical College, in which, from 
his large experience, he reports twenty-five cases of malignancy 
as illustrative of the danger of allowing moles and warts to re- 
main undisturbed. All moles and warts are more or less exposed to 
traumatism and irritation, as a result of which they often increase 
in size and sometimes undergo malignant changes. The patient 
has usually become so accustomed to their presence that he is 
lulled into fancied security by their apparently harmless nature. 
The recent paper of Wilson and Kalteyer (American Journal 
Medical Sciences, November, 1903), in which fifty-one cases are 
reported, strikingly illustrates the danger of leaving such growths 
undisturbed until they grow. The treatment should be thoro ex- 
cision before increase in size takes place, for when they begin 
to grow they are usually malignant. 


Remarkable Gut Surgery. 

In Virginia Medical Semi-Monthly of September 25, Dr. Lewis 
Holladay, of Orange, Va., reports the case of a negro man of 25 
years who had seven perforations of the bowels from a gun-shot 
wound. The holes were sewed and the patient recovered. 
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NOTES AND ITEMS. 


A SERIOUS MISTAKE. 

Young Doctor—Did you ever make a mistake in diagnosis? 

Old Doctor—Yes. A shabby fellow came into my office one 
day and after I told him he had only a stomach-ache and charged 
him two dollars, I found out he was rich enough to have had ap- 
pendicitis.—Courier-Record of Medicine. 


GOOD DRUGGISTS 


American Medical Journalist says: There are thousands of 
conscientious, upright, honorable pharmacists who would no more 
think of substituting than they would of trying to pass a counter- 
feit bill. Some of these are located in your city. Patronize them 
exclusively. 


BOVININE IN CUTANEOUS ULCERS. 


A cutaneous ulcer is described as a condition representing a 
loss of substance of the corium resulting from inflammation and 
suppuration. It is always a secondary formation, is acute or 
chronic in character, infective, traumatic, local or constitutioral. 
There are many varieties of ulcers, with widely different charac- 
teristics and tendencies. They continue to increase in size as 
long as retrograde changes exceed reparative processes. The in- 
fective group includes all those ulcerative lesions which arise 
in the course of infectious diseases—especially syphilis, leprosy, 
glanders and tuberculosis. 

Traumatic ulcers embrace those which aredue to pressure 
from splints, bandages, or orthopedic adjustments and friction, 
foreign bodies, burns, frost bites, wounds, chemical agencies, etc. 
Local causes include those factors which retard the venous cir- 
culation and provoke hyperemia, such as varicose veins, eczema, 
etc. Constitutional causes are numerous, and are frequently as- 
sociated with the various local causes to which ulcers are at- 
tributed. These are mostly trophoneuroses and general disorders 
of nutrition. They also include certain diseases, such as diabetes, 
diphtheria and typhoid fever, which are strong provoking factors 
in ulcer formations. Acute ulcers are prone to spread and are 
attended by a high grade of inflammation. A chronic ulcer is 
more stationary, with a slow tendéency to heal, and is liable to un- 
dergo malignant transformation.* 

The different varieties of ulcers are recognized by the course 
they pursue. A simple healthy ulcer heals rapidly under ordi- 
nary antiseptic treatment. The fungous ulcer presents’ exurber- 
ant granulations which rise above the surface and bleed under 
the slightest provocation. These redundant granulations require 
to be suppresst by appropriate measures. The weak, edematous 
ulcer presents a flabby surface with elevated, bulbous granula- 
tions which discharge a watery serum. The inflammatory ulcer 
is the product of constitutional disturbances induced by irregular 
habits of life and errors of diet, in connection with local causes 
of irritation, often in the form of improper, irritating applica: 
tions. This type of ulcer has a tendency to slough, and the sur- 
rounding parts present an inflammatory appearance. The phage. 
denic ulcer is generally met with in connection with syphilis or 
venereal diseases, or in persons whose general health has been 
undermined by intemperance and vicious habits. This ulcer 
spreads with fearful rapidity and causes great loss of tissues. 
The indolent ulcer is the outgrowth of neglect and inefficient 


treatment. The edges of the ulcer are infiltrated, and the circu- 
lation is thereby impeded. The mass is lacking in granulations, 
and emits a thin, sanious discharge, which is far from conducive 
to the reparative process. The irritable or painful ulcer may de- 
velop from other varieties or be due to an irritable or painful 
state of the nerve endings. 

The widely different pathologic conditions accompanying 
ulcer formation and development, precludes the possibility of 
formulating any uniform method of treatment, but there are basic 
principles of therapy which are applicable to all cases, and there 
are some remedial agents which possess such a wide range of 
usefulness in the treatment of cutaneous ulcers, that they force 
themselves upon our notice. 

The therapeutic principles referred to relate to the removal 
of systemic derangements which either cause these ulcers or ex- 
ert a potent influence over them. It is well known that an ulcer 
of the skin is seldom met with in persons of good health. There 
is some fault of nutrition which impairs function, and impaired 
function furnishes the starting point of ulcer formation. Not only 
that, but disordered functions nearly always cause the difference 
in the character of ulcers. Healthy nutrition must stand behind 
the physiological processes or they will soon become pathological. 
The only way healthy nutrition can be sustained is by furnishing 
the tissues with all the elements they require to maintain their 
integrity. When the digestive organs are in good condition prop- 
er food will accomplish this, the food being perfectly digested 
supplies the blood with all these elements, and the blood supplies 
the tissues. In ulcers of the skin, the digestive functions usually 
are not in a condition to do this work without artificial aid. In 
seeking this artificial aid we should look for a remedial agent that 
will supply a food and nutrient that will be absorbed and assimi- 
lated, practically without the aid of the digestive functions. 

Bovinine will meet these requirements most perfectly, and 
at the same time stimulate gastric intestinal digestion, so that 
other nourishment can be utilized in the tissue-building process. 
In non-contagious ulcers, especially, bovinine will soon restore nu- 
trition and remove the conditions upon which ulcers depend, but 
its value as a therapeutic agent in these cases does not end with 
its action as an internal remedy. It is equally as efficient as a 
local application to ulcers. It promotes reparative process thru 
its stimulating and nutrient properties and rapidly converts the 
destructive action of an ulcer into a reconstructive action. For 
internal use in the adult the dose is from a dessertspoonful to a 
tablespoonful three of four times a day, or oftener. For external 
use it may be employed in its full strength. 


NOT READY TO GO. 


Brother Dickey was laid up with the rheumatism the other 
day, and his doctor said to him: 

“Old man, I’m afraid your time is short.” 

“My, my!” he exclaimed. “Providence is mighty hard on 
me! Looks like he might ’a’ spared me till after Chris’mus!”—~ 
Atlanta Constitution. 


PURE DRUGS. 


Brother Waugh assures me that the Abbott Alkaloidal Co., of 
Chicago, pays more than twice the market price for sulpho-car- 
bolates in order to get them of desired purity and unvarying 
strength. Herf & Frerich’s, of St. Louis, fill the order for ton 
lots—making the best to be obtained in the world. 


SOME DISEASES OF THE MUCOUS MEMBRANES AND 
THEIR TREATMENT. 


By W. U. Kennedy, M. D., St. Louis, Mo. 


Professor Bacteriology and Clinical Microscopy, Barnes Medical 
College. 


While phenomenal advances have been made in the practical 
management of most diseases during the last two decades, it must 
be conceded, in some respects, mortuary statistics are not very 
encouraging. Among those diseases which do not seem to re- 
spond favorably to recent therapeutic innovations, bronchitis, 
broncho-pneumonia, influenza, lobar pneumonia, gonorrhea, gleet 
and cystitis are notable examples. It is not only possible, but 
very probable, that treatment is too often addresst to the local 
a without due reference to the general condition of the 
patient. 
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In nearly all of the above inflammatory diseases the morbid 
processes seem to be localized, but they are not. The local dis- 
ease is possibly the product of a toxemia which is general, and 
frequently implicates one or several important organs of the 
body. If these organs which happen to be implicated are not 
properly safeguarded by our therapeutic efforts, their co-opera- 
tion in the elimination or neutralization of toxines and restora- 
tion of organs primarily involved will be lacking. 

Treatment must not be based on our conception of a single 
organ of the body. If these organs which happen to be impli- 
cated are not properly safeguarded by our therapeutic efforts, 
their co-operation in the elimination or neutralization of toxines 
and restoration of organs primarily involved will be lacking. 

Treatment must not be based on our conception of a single 
morbid process in a single organ of the body. It will not answer 
to rely upon an opiate or a nauseating and depressing expector- 
ant to cure bronchitis; nor will a remedy which relieves the 
urgent symptoms of pneumonia cure this disease. Ninety per 
cent of the fatal cases of pneumonia result from toxemia and 
mechanical embarrassment of the circulation. There is, first, a 
congestion of blood stasis in a portion of the lungs. If the cause 
is not promptly removed the blood, which should pass freely from 
the right ventricle to the lungs and thence back to the left side 
of the heart, is gradually forced back on the right side, with re- 
sulting dilatation, hypertrophy, valvular disease and general de- 
rangement of the circulation. The proper way of this trouble is 
to relieve the congestion in the lung by lowering blood-pressure 
without impairing the integrity of the heart, and by diverting the 
blood to other parts of the body. The same principles of treat- 
ment are also adapted to the congestion and inflammatory stages 
of the bronchial and other mucous membranes. 

To meet the therapeutic indications in this class of diseases 
we need medicinal agents which represent conjointiy the thera- 
peutic properties of cardiac stimulants, sedatives to the nervous 
centers, diuretics, antiseptics, antiphlogistics in relation to the 
mucous membranes, deobstruents and general restoratives of vital 
energy. Fitchmul stands most perfectly for this ideal combina- 
tion. It contains the active principles of fir balsam and Venice 
turpentine (the therapeutic congeners of the oil of turpentine), 
combined with chloric ether and a minute quantity of dilute 
hydrocyanic acid, tartar emetic and aromatics. It loosens and 
discharges from the mucous surfaces viscid mucus and all muco- 
purulent exudations, and exerts a restorative influence upon those 
organs which may be secondarily involved in mucous membrane 
inflammations. For example, in pneumonia and influenza the 
outcome of the disease mainly depends upon the action of the 
heart. If it survives the strain of the disease the patient will 
nearly always recover, but if it gives way, a fatal issue is in- 
evitable. 

While Fitchmul stimulates and gives tone to the heart, and 
is a stimulant to the mucous membranes, especially at the points 
of elimination—the bronchi and the bladder—it is sedative to 
nervous phenomena, such as cough, and reduces blood pressure 
and causes a fall of temperature by allaying the excitability of 
the central nervous system. Fitchmul also stimulates the action 
of the kidneys and encourages these great emunctories to elim- 
inate from the blood many of the toxines which either produce or 
aggravate inflammations of the mucous membranes. Terebinthi- 
nate preparations have long been recognized as important thera- 
peutic agents in diseases of the respiratory organs. 

It is well known that the air of pine forests is beneficial to 
invalids suffering from this class of diseases. This is probably 
due in a measure to the large quantities of ozone produced by the 
reaction of light and air with the terebinthinate emanations; but 
if advantages are derived from inhaling the emanations of tur- 
*pentine, how much greater must be the benefit from the internal 
use of the active principles of its therapeutic congeners combined 
as they are in Fitchmul with other medicinal substances which 
increase their therapeutic effects? : 

Fitchmul is not only a thoroly scientific and ethical prepara- 
tion, but is pleasant to take, and free from any disturbing action 
on the system. 

The following clinical reports will show some of the results 
obtained by its use in the class of diseases for which it is in- 
tended: 

Case 1. January 7, E. M., male, age 60. A year prior to this 
time had been treated for pneumonia, but had recovered his usual 
health with exception of occasional attacks of bronchial catarrh 
after exposure to wet and cold or changeable weather. Complains 
of chilly sensations; has hoarseness and a dry cough, which gives 
him severe pains over the region of the sternum, has fever, pulse 
95, temperature 102. Expectoration scanty and of a viscid whitish 
appearance. Auscultation yields dry, ®ibilant rales. Tongue 


slightly coated. Bowels constipated, respiration 22, stomach 
nauseated. Diagnosis: Bronchitis. Prescribed small dose of 
calomel and bicarbonate of soda, to be followed with Seidlitz pow- 
der. Applied turpentine stupe to chest and ordered a teaspoonful 
of Fitchmul to be taken every two hours. Milk diet. 

January 8. Expectoration free, cough less painful, respira- 
tion fuller and less frequent, pulse 90, temperature 100, urine in- 
creast in quantity and paler, stomach less nauseated; continued 
treatment. 

January 9. Patient rests better, sleeps longer without cough- 
ing, less pain in chest, less fever, but slightly higher in evening; 
tired, aching feeling in limbs. Prescribed 3 grains of quinine 
every three hours in a teaspoonful of Fitchmul. Continued tur- 
pentine stupe to chest. Ordered beef tea and milk to be given 
alternately as nourishment. 

January 10. Patient much improved in every respect. Pulse 
and temperature almost normal, secretions improved, very little 
cough, no pain. Continued quinine and Fitchmul with more sub- 
stantial nourishment. 

January 11. Patient much better. No fever, respiration full 
and normal, no pain, only two slight coughing spells, sleep sound 
and continuous thru the night. Continued Fitchmul without quin- 
ine in half-teaspoonful doses every two hours. 

January 12. Patient convalescing rapidly, and is discharged, 
with instructions to take one-half teaspoonful doses every two 
hours. 

January 12. Patient convalescing rapidly, and is discharged, 
with instructions to take one-half teaspoonful Fitchmul every 
three hours for two or three days. The notable features of this 
case are the short time required to subdue the bronchial inflam- 
mation and the remarkable conservation of the vital powers dur- 
ing the course of the disease. 

Case 2. January 10, Mrs. M. T., age 36. Health prior to 
this time fairly good. Complains of acute pain in region of right 
nipple, following a severe chill. Has a short, sharp cough which 
increases pain, viscid mucous sputum of yellowish-red or rusty 
color. Has flusht cheeks and rapidly rising temperature of 104° 
F. Pulse 110. Hot, dry skin. Dullness on percussion at base 
of right lung. Respiratory murmur in this region suppresst. 
‘Yrongue is coated, urine scanty and red. Dry rales and broncho- 
vesicular breathing. Has headache and facial expression of great 
anxiety. Diagnosis: Pneumonia involving lower part of right 
lung. 

Treatment, 5 grains of calomel followed by saline purgative. 
Flax-seed meal poultice applied to right side, covered with oiled- 
silk cotton jacket. Frequent draughts of water alternated with 
sweet milk. A teaspoonful of Fitchmul with % grain of codein 
gn ne hours. Room well ventilated and kept at temperature 
of 70° F. 

January 11. Temperature 102°, pulse 100, cough less pain- 
ful, expectoration free, urine increast in quantity and more nor- 
mal in color, stomach improved, cardiac action good, sleep some 
and rests better. Continued treatment. 

January 12. Temperature 101°, pulse 98, tongue moist and 
cleaner, less pain, cough easy. Patient sleeps better and breathes 
less hurriedly. Continued Fitchmul in teaspoonful doses every 
two hours, omitted codein. Gave beef tea and koumiss for nour- 
ishment and applied emplastrum cantharides to affected side. 
Continued cotton jacket. 

January 13. Temperature 100°, pulse 85. Cough less fre- 
quent and less painful. Respiration 20, sleep less disturbed, less 
dullness in region affected. Continued same treatment with in- 
crease of nourishment. 

January 14. Temperature normal, pulse 75, no:pain, very lit- 
tle cough, sleep natural. Continued treatment with greater va: 
riety of liquid nourishment. 

January 15. Patient convalescing rapidly, and discharged 
from treatment. 


AFFECTIONS OF THE UPPER RESPIRATORY TRACT, AND 
THEIR TREATMENT. 


By Edmond Petit, M. D., London. 


Considering the frequent changes in the temperature and 
composition of the air which passes, fifteen to twenty times per 
minute, along the delicately fashioned channels which constitute 
the respiratory passages, it is surprising that these are not more 
often affected thereby. The nasal mucous membrane plays, or 
should play, the part of a filter and a warmer for the incoming 
air, by virtue of its numerous fine hairs (vibrissae) and the ex- 
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tremely vascular network which it contains. If the act of breath. 
ing be performed chiefly or exclusively per orem, whether from 
the force of habit or the: presence of nasal obstruction, cold aid 
rushes down the larynx, trachea and bronchi, which frequently 
becomes inflamed in consequence. 

The upper air passages may be likened to the portals of a 
temple. Within these fleshy precincts are many visitors, some 
with good and others with evil intent. All foreign bodies in the 
shape of dust particles or germs are normally kept back with the 
utmost rigor from entering the innermost recesses of the respira- 
tory chamber, but the efficiency of this exclusion depends entirely 
upon the health and vitally of the leucocytes. 

It is a well-known clinical fact that an ordinary “cold in the 
head” may, if neglected, run on to far more serious affections, in- 
cluding bronchitis and even tuberculosis itself. A chronic catarrh 
of the naso-pharynx may easily develop into a condition which 
particularly predisposes the individual to the ravages of the ubi- 
quitous tubercle bacillus. Where the natural resistance of the 
respiratory mucous membrane is lowered from the accumulated 
products of inflammation a most inviting point of entrance is of- 
fered to this deadly germ. 

Many observers have emphasized the importance of the 
lymphoid tissue which forms, so to speak, an accessory part of 
the mechanism of the respiratory tract as a possible channel of 
infection. Koplik (American Journal Medical Sciences, Novem- 
ber, 1903), has shown that the tonsils themselves, especially when 
hypertrophied, may even become affected with primary tubercu- 
losis. 

Take the case also of influenza or grippe. The specific organ- 
ism of this disease, discovered by Pfeiffer in 1892, is doubtless 
frequently inhaled, and when conditions are favorable, it finds a 
lodgment in the mucous membrane. A toxin factory is, as it 
were, establisht and the characteristic constitutional and local 
symptoms make their appearance. 

There is no hard~-and. fast limit between the upper and lower 
portions of the respiratory tract, pathologically speaking, for if 
the naso-pharynx be once affected, septic and other conditions 
easily spread downwards, setting up various degrees of laryngitis 
and bronchitis. 

The aim of the physician in all these cases is in the first 
place to destroy the invading organism and to neutralize its ef- 
fects; next to support and strengthen the natural powers of re- 
sistance, especially that of phagocytosis. 

In other words, we require a vigorous antiseptic and a stim- 
ulating tonic in a suitable combination which will at the same 
time strike a death-blow at the disease germ in loco, and prove a 
valuable weapon of defence to the system. 

Such an ideal therapeutic combination has been found in the 
shape of Kugloids, which are small capsules containing one grain 
each of the benzoates of eucalyptol and creosote, together with 
one-half grain of the glycero-phosphate of quinine. The name 
"Kugloid” has been given to this preparation after Dr. C. Kugler 
of Paris, author of the formula. 

Those untoward symptoms of phthisis, such as night-sweat- 
ing and pyrexia, which indicate that the system is being poisoned 
by the toxines of the tubercle bacillus, have yielded after the 
administration of Kugloids, ten or twelve of which may be given 
in the course of twenty-four hours. 

In catarrhal affections of the upper part of the respiratory 
tract, whether these be due to cold or to invasion by a specific 
organism, one capsule may be taken every hour, if necessary. 

The abortive treatment of these respiratory disorders is 
usually considered somewhat Utopian, but a trial of Kugloids 
will go far to dispel such an idea. 

In acute bronchitis and pneumonia, a reduction of tempera- 
ture, amelioration of the symptoms, and free expectoration, soon 
follow upon the administration of the capsules. 


INDIANAPOLIS TAKES FIRST PRIZE. 


The W. H. Armstrong Co. of Indianapolis was awarded the 
first prize for the best display of surgical instruments at the 
World’s Fair of St. Louis. This is a “sad slam” on St. Louis, 
which has boasted of having the greatest surgical instrument 
house on earth. 


DEATH OF DR. PRYOR. 


The faculty of the New York Polyclinic Medical School and 
hospital, thru its committee, appointed at the annual meeting, 
held November 10, 1904, 

Hereby Resolves, That the death of Dr. William Rice Pryor, 
Professor of Gynecology in the New York Polyclinic Medical 
School and Hospital, which occurred on August 25, 1904, was a 


great loss and sorrow to the faculty of the Polyclinic and to his 
many friends. 

Graduated from Princeton College in 1878, from the College of 
Physicians and Surgeons in New York in 1881, and from Bellevue 
Hospital in 1882, Dr. Pryor was particularly well equipt for his 
life work and the eminent position he attained in the special 
branch of medicine to which he gave his‘ attention was due in 
no small degree to this thoro preparation. 

His ability, perseverance, originality and thoroness were rec. 
ognized by all who knew him, and will always serve as a stimulus 
to his fellow workers. 

Thruout his entire career he was in the highest sense the 
friend of the needy and the afflicted. The amount of time he 
devoted to charity work was enormous, and in many instances, 
where those under treatment could not afford to pay for little 
delicacies needed, he supplied them from his own purse, besides 
giving his services free. His attention to details and his personal 
supervision and care of those he treated was most painstaking. 

His services to the Polyclinic were most valuable. Appoint- 
ed as clinical assistant to the chair of gynecology in 1886, he filled 
all the intermediate positions most creditably until in 1895 he was 
made full Professor of Gynecology. His clinic drew students 
from all over the country and his writings ‘attracted markt at- 
tention, both at home and abroad. He was a frequent contribu- 
tor to medical literature, and shortly before his death had com- 
pleted a text-book of gynecology. 

We assure his bereaved family of our deepest sympathy, and 
do hereby resolve that this record be inscribed at length upon the 
minutes of the faculty, that it be publisht in the medical journals, 
and a copy, suitably engrosst, be sent to the family of our late 
colleague. 

W. R. TOWNSEND, 
Chairman. 
J. RIDDLE GOFFE, 
BROOKS H. WELLS, 
Committee. 


LOCAL TREATMENT OF ERYSIPELAS WITH ACETOZONE. 


I had an ugly case of facial erysipelas in a woman of about 
thirty-eight years. I used as a local application, to begin with, a 
saturated solution of boric acid, and depended largely upon tinc- 
ture ferric chloride as an internal remedy. I got the attack un- 
der control and supposed I would have no further trouble, but all 
at once the disease began to spread over the scalp. The usual 
remedies did no good. I thought that if Acetozone was the germ 
destroyer it was represented to be, it should be of use to me. So 
I made a solution of fifteen grains to two pints of water, and 
used it freely on the scalp. I obtained results at once, and in 
twenty-four hours the disease had abated. 

Logan, Iowa. J. KNOWLES, M. D. 


INTELLECTUALLY IMPOSSIBLE. 
Physician—I would advise you to take a walk before break- 
fast every morning. 
Dudely—Impossible. I always eat me breakfast in bed, don’t 
you know. 


A HARD TIME. U4 

Mary had a little watch, , 
She swallowed it one day; 
And now she’s taking calomel 
“To pass the time away.” 


o 


INJUDICIOUS MASSAGB. 
Clara—How did you get along with your new masseuse? 
Belle—Horribly! She made me beautifully slender on one 
side, and then used the wrong movement and made me fat on the 
other!—Detroit Free Press. 


SANMETTO IN CYSTITIS, URETHRITIS AND IN INFLAMMA- 
TION OF BLADDER NECK—ALSO IN IMPOTENCY. 


My experience with Sanmetto has been most satisfactory, 
from the fact that I have been enabled to get favorable results 
with my patients. I have used it in a variety of cases during the 
last ten years, as cystitis, urethritis and inflammation of neck of 
bladder. As a remedy in impotency I know of nothing of su- 
perior efficacy. I do not keep a clinical record of my cases, so am 
unable to give reports in full detail. I can, however, heartily 
recommend Sanmetto to the medical profession as a remedy that 
has no superior where indicated, if faithfully used by the afflicted. 

Indianapolis, Ind. F. M. ABBOTT, M. D. 
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A NEW DEPARTURE. 


In these days when a gullible public prescribes for itself from 
the patent medicines on the frieze of the trolley cars, or takes 
the profitable substitution that the druggist passes over the coun- 
ter, it is no wonder that physicians feelya bit out of sympathy 
with venders of drugs, and make unfavorable comparisons be- 
tween the commercialism of the men who supply medicines and 
the science of the medical profession that prescribes them. 

But we should never forget that were it not for the great 
manufacturers and importers of drugs we might still cull our 
own herbs, and use our own mortars and pestles. As an indica- 
tion of the aid that such houses may be to physicians, we call 
attention to the colored plates of pathogenic organisms that have 
been prepared for the profession by the house of M. J. Breiten- 
bach Co., the importers of Gude’s Pepto-Mangan. By their per- 
mission we have inserted a few of the set of sixty in our adver- 
tising pages. 

No text-book and no one work on pathogenic bacteria con- 
tains such a number of excellent diagnostic illustrations, nor such 
beautiful examples of lithographic art, as these. 

Many physicians are too far from libraries and laboratories 
to be able to put into practice the training of their college days. 
They need just such a set of reference plates as to be able to 
make microscopical examinations. The recognition of this need 
and the care that has been taken to fill it shows a spirit of enter. 
prise in this firm that we wish might serve as an example to 
others. For, if, instead of advertising to the public, the manu- 
facturers of drugs would make such valuable contributions to 
science as lies in their power, there might be more sympathy 
between them and physicians. 

The full set of sixty cuts has been prepared to send to any 
physician who writes for them, from the firm of M. J. Breiten- 
bach Co., New York.—Editorial from Medical News. 


EVERY PHYSICIAN KNOWS. 


In the North American Practitioner, under the head of “In- 
testinal Antisepsis,” reported by Dr. Pettingill, of New York 
City, we find some excellent experiences and from which the fol- 
‘lowing is selected: 

“Every physician knows full well the advantages to be de- 
rived from the use of antikamnia in very many diseases, but a 
number of them are still lacking a knowledge of the fact that 
antikamnia in combination with various remedies, has a peculiar- 
ly happy effect; particularly is this the case when combined with 
salol. Salol is a most valuable remedy in many affections, and 
its usefulness seem to be enhanced by combining it with anti- 
kamnia. The rheumatoid conditions so often*seen in various 
manifestations are wonderfully relieved by the use of this com- 
bination. After fever, inflammations, etc., there frequently re- 
main various painful and annoying conditions which may con- 
tinue, namely: the severe headaches which occur after menin- 
gitis, a ‘stitch in the side’ following pleurisy, the precordial pain 
of pericarditis and the painful stiffness of the joints which re- 
main after a rheumatic attack—all these conditions are relieved 
by this combination called ‘Antikamnia and Salol tablets’ con. 
taining 2% grains each of antikamnia and salol, and the dose of 
which is one or two every two or three hours. They are also 
recommended highly in the treatment of cases of both acute and 
chronic cystitis. The pain and burning is relieved to a markt de- 
gree. Salol seeks the uric acid and clears it up. This remedy 
is a reliable one in the treatment of diarrhea, entro-colitis, dysen- 
tery, etc. In dysentery, where there are bloody, slimy discharges, 
with tormina and tenesmus, a good dose of sulphate of magnesia, 
followed by two antikamnia and salol tablets every three hours, 
will give results that are gratifying.” 


SUPRARENALIN TRITURATES. 


Armour & Co. offer Suprarenalin Triturates, which will be 
found very serviceable by physicians, as they supply the active 
principle of the suprarenal substance in convenient form. 

The Suprarenal Triturates dissolve readily in hot or cold 
water; each contains a sufficient quantity of Suprarenalin to 
make fifteen minims of 1 to 1,000 solution. 


CLINICAL NOTE. 


“On June 5 patient, Miss B., aged 27, came to consult me for 
pneumonic phthisis. 

“Physical examination showed a very emaciated, anemic in- 
dividual, a persistent cough, expectoration of muco-pus, pain in 
right lung, slight hemorrhages, fever and night sweats. The 
sputa contained the characteristic bacilli. Inspection showed de- 


ficient respiratory movements in the apex of the right lung. On 
palpation, there was increast fremitus. On percussion there was 
dullness over the area of infection. The patient was placed on 
Iodo-Guaiacol tablets, one every four hours, and the result was a 
gradual abatement of the fever, night sweats and cough. 

“The patient is now apparently cured. I think Iodo-Guaiacol 
tablets will do all that is claimed for them. DR. W.” 


LEST WE FORGET. 
A Prayer for Every Christian in This Year of Our Lord, 1904. 
(By Rudyard Kipling.) 


God of our fathers, known of old— 
Lord of our far-flung battle line, 
Beneath whose awful Hand we hold 
Dominion over palm and pine— 
Lord God of hosts, be with us yet, 
Lest we forget—lest we forget! 


The tumult and the shouting dies— 
The captains and the kings depart; 
Still stands Thine ancient sacrifice, 
An humble and a contrite heart. 
Lord God of hosts, be with us yet, 
Lest we forget—lest we forget! 


Far-called our navies melt away— 
On dune and headland sinks the fire— 
Lo, all our pomp of yesterday 
Is one with Nineveh and Tyre! 
Judge of the nations, spare us yet, 
Lest we forget—lest we forget! 


If drunk with sight of power we loose 
Wild tongues that have not Thee in awe— 
Such boasting as the Gentiles use, 
Or lesser breeds without the law— 
Lord God of hosts, be with us yet, 
Lest we forget—lest we forget! 


A FRANK ADVERTISEMENT. 


The Columbia Chemical Co. is frank about the composition of 
its product “Marach.” It says it is “Denver mud.” The Indians 
of Arizona smear fresh wounds with wet clay, and often get pri- 
mary union; so—why not? 


SYPHILITIC CACHEXIA. 


The gravity of a syphilitic infection depends mainly upon. 


the state of the bodily nutrition of the person affected. The dis- 
ease is slow in its development and also in yielding to treatment. 
The protracted administration of antidotes necessary to arrest 
its progress tends to debilitate the system and impoverish the 
blood. The syphilitic poison does the same thing, and in persons 
of weak, defensive powers, anemia or cachexia follows: This 
fact being conceded, it is vitally important in treating the dis- 
ease to keep the patient in as good physical condition as possible. 
The syphilitic poisons in well nourisht subjects readily disappear 
under anti-syphilitic remedies, whereas in badly nourisht sub- 
jects it resists the same treatment until the general nutrition is 
improved. Here is where Protonuclein demonstrates its power 
as a blood and tissue builder. As a nutrient, it increases vital 
force, and as a tonic it aids digestion. When combined with 
Protonuclein, mercury, the ideal antidote for syphilis, exerts its 
full therapeutic effects without any deleterious action on the 
blood during the most protracted period of administration. Un- 
der the combined administration of from one-quarter to one-half 
grain doses of protiodide of mercury and ten grains of Proto- 
nuclein, three times a day, the most markt case of syphilitic 
cachexia soon disappear and the patient is on the direct road to 
recovery. In the later stages, when gummata appear and the 
nervous system, bones and viscera are threatened iodide of potas- 
sium is indicated and its therapeutic effects are increast by the 
simultaneous administration of Protonuclein. When syphilitic 
ulcers appear in the course of the disease, no better local applica- 
tion can be found than the special powder. After cleansing of 
the ulcer with Zymocide, sprinkle the ulcer with one part of 
calomel and six parts of Protonuclein. To combat the incidental 
effects of mercury and iodide of potassium on the nutritive pro- 
cesses, Protonuclein as an upbuilder exerts a potent influence.— 
Abstract from the American Journal of Dermatology. 
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